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THE AUTONOMIC NERVOUS SYSTEM IN ITS RELATION TO 
SOME FORMS OF HEART AND LUNG DISEASE* 


Il. LUNG DISEASE 


wi RAYMOND DALEY, M.D., F.R.C.P. 
Physician to the Cardiac Department, St. Thomas's Hospital ; Consulting Physician to the Chelsea Group of Hospitals 


In this lecture the significance of the autonomic nerve 
supply to the lung vasculature is discussed. As in my 
first lecture, I believe that it is appropriate to begin with 
a description of the anatomy. For this I am indebted 
to the excellent monograph by Mitchell (1956). 

The lung vessels are supplied by sympathetic and 
parasympathetic fibres which are woven into plexuses 
and carry efferent and afferent fibres. The sympathetic 
fibres arise in the second to the fifth\or sixth thoracic 
ganglia. They run mainly to the posterior pulmonary 
plexus, which lies in the postericr part of the hilar 
regions and also contains vagal fibres which are 
distributed to the vessels, bronchi, and glands of the 
lungs. This sympathetic supply contains afferent and 
efferent fibres. The preganglionic fibres are the axons 
of the cells in the lateral columns of grey matter. They 
form synapses in the corresponding sympathetic ganglia 
or in the stellate ganglion. The post-ganglionic fibres 
are the axons of the ganglionic cells. The afferent fibres 
have their cell stations in the dorsal root ganglia of the 
upper five or six thoracic spinal nerves. 

Preganglionic vagal fibres arise in the dorsal vagai 
nuclei. Afferent vagal fibres have their cell stations in 
the inferior vagal ganglia. Above the lung roots each 
vagus nerve divides and surrounds the root, forming a 
large posterior and a smaller anterior plexus. Below 
the roots there is union with sympathetic fibres from the 
oesophageal plexus and with vagal fibres from the 
opposite side. The lung vasculature is mainly supplied 
via the posterior pulmonary plexus which receives direct 
or indirect contributions from the upper thoracic sym- 
pathetic ganglia. 

The autonomic nervous supply to the various lung 
vessels varies greatly in its richness. It is probable that 
the small bronchial arteries have the best supply, the pul- 
monary arteries are less well supplied, and the pulmonary 
veins are very poorly innervated. It has been remarked 
by many authors how generally poor the whole pul- 
monary vessel innervation is, especially when compared 
with the autonomic supply to the systemic vasculature. 

There is no marked plexus formation round the pul- 
monary vessels, the nerves only winding round them 
and giving off branches at irregular intervals. Cookson 

*The second Goulstonian Lecture, delivered at the — Col- 


lege of Physicians of London on January 22, 1957. first 
lecture was printed in last week’s issue (p. 173). 


(1953) has demonstrated frequent intercommunication by 
smali bundles of fibres between the perivascular and 
peribronchial nerves, and he also showed, by special 
silver and methylene-blue stains, that there are compara~ 
tively few fibres around pulmonary capillaries. 


Pulmonary Vasomotor Responses 

Study of pulmonary vasomotor responses has been intense, 
producing at times definite results of great interest and at 
others results which are conflicting and confusing. Much 
of the work has been carried out on animals which are 
often in a most unphysiological state when anaesthetized, 
with bilateral thoracotomies or even as isolated heart-lung 
preparations. The translation of the results of such experi- 
ments to human behaviour may be most misleading. An- 
other difficulty is the lack of appreciation of the important 
difference between nerve stimulation and ablation pro- 
cedures. However, much fundamental knowledge has arisen 
from these experiments, and great credit must be given to 
the perfection of cardiac and pulmonary vascular catheteri- 
zation by Cournand and Ranges in 1941 and the following 
years. It is hardly out of place to stress again the difference 
between the high-pressure systemic vascular system and the 
low-pressure pulmonary circulation with its relatively poor 
nervous supply. The interdependence of one circulatiop 
upon the other is becoming increasingly obvious, and 
stresses the importance of knowing the blood flow, pressure, 
heart rate, and the blood oxygen and carbon dioxide tensions 
before drawing firm conclusions. 

The evidence which has been collected concerning these 
problems involves a discussion of the control of pulmonary 
arteriolar resistance, the control of pulmonary capillary 
permeability, and the effects of drugs on the pulmonary cir- 
culation. The action of various agents and procedures may 
be directly on the pulmonary circulation (the so-called active 
effect) ; it may be secondary to changes in the systemic cir- 
culation (the passive effect); or changes in the composition 
of inspired air or bronchomotor tone may influence pressure 
and flow in the pulmonary circulation. 


Pulmonary Embolism 

From time to time there have been a few reports of 
improvement in the condition of patients suffering from pul- 
monary embolism by various autonomic-nerve-blocking pro- 
cedures. In the investigative field reports have covered in- 
vestigations in several species of animals, in various normal 
and abnormal conditions. The results have been conflicting. 
On the one hand, Daly ef al. (1948) in a series of scrupulous 
experiments in perfused lungs, has shown that stimulation of 
the middle cervical ganglion and the stellate and upper thoracic 
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sympathetic ganglia increased pulmonary arterial blood pres- 
sure by vasoconstriction. He took particular care to preserve 
the bronchial arterial supply, and stressed the importance and 
difference of his preparations from those of others. On the 
other hand, in intact animals and man it is generally believed 
that mechanical rather than autonomic factors play a far 
more significant part in the control of pulmonary blood flow 
and pulmonary arterial pressure. 


Is there a Generalized Pulmonary Vasoconstriction 
Following Localized Pulmonary Embolism ? 


Six dogs were anaesthetized. In each dog two cardiac 
catheters were passed, one into the main pulmonary artery, 
and the other into a pulmonary end-artery. Pressures were 
transduced by strain gauges and optically recorded on 
oscillograph Hathaway galvanometers. Then 20 mi. of 
a 1% suspension of lycopodium spores was injected into 
the distal catheter. Pressures were again recorded in both 
catheters. There was an immediate rise in main pulmonary 
artery pressure. When the catheter used for injection was 
wedged into a distal artery the rise in pulmonary artery 
pressure was at first believed to be due to a generalized pul- 
monary vasoconstriction, but on histological! section lyco- 
podium spores were seen in the lobes into which the catheter 
had not been placed. It was obvious that there had been 
a reflux past the catheter and the spores had been generally 
distributed through the lung. 

In two dogs the above experiments were repeated, but, using 
positive-pressure anaesthesia, the chest was opened on the 
side where the catheter was wedged into an end-artery and a 
ligature was placed around this artery. The chest was closed 
and the intratracheal tube was withdrawn. Lycopodium 
spores were then injected into this catheter and normal pres- 
sures were recorded from the pulmonary artery. There is 
therefore no generalized vascular constriction consequent 
upon local embolism. 

The absence of lycopodium spores in the blood leaving 
the lungs precluded any possibility of further arteriolar 
blocking by recirculation of blood. This is interesting, as 
the dimensions of these spores are only 27 » by 25.5 u. 
The discrepancy between these results and those of 
Prinzmetal eft al. (1948), who found that lungs in situ were 
capable of transmitting glass beads of up to 300 »« in dia- 
meter, may be related to the different surfaces of these two 
materials. Certainly when in a separate experiment lyco- 
podium spores were injected into the superior mesenteric 
artery of a living dog and their fate in the mesentery was 
observed through a microscope the spores appeared to cling 
to the vessel walls before finally occluding arterioles. 


Haemodynamics of Pulmonary Hypertension Resulting 
from Pulmonary Embolism and Effect of Autonomic 
Nerve Section 


To assess the effect of nerve section three dogs were 
anaesthetized and a catheter was placed in the pulmonary 
artery. Pulmonary hypertension was produced by injection 
of lycopodium spores through the catheter as before. Main 
pulmonary artery pressures and pulmonary capillary pres- 
sures were recorded. The saphenous-artery pressure in the 
leg was also recorded and the cardiac output measured. At 
the height of the hypertension the vagus nerves which had 
been previously exposed in the neck were severed and all 
the above measurements repeated. It was therefore possible 
to calculate the pulmonary arteriolar resistance before and 
after vagotomy. Similar experiments were carried out in 
two other dogs, but this time the anterior nerve roots from 
1 to T8, which had previously been exposed, were 
severed, the vagi being left intact. 

A single dog was sympathectomized from T1 to T7 by 
a transthoracic approach in two stages a week apart. Four 
days after the last operation the dog was anaesthetized and 
catheterized, {nd lycopodium spores were injected into the 
main pulmonary artery. The main pulmonary and end- 
artery pressures were recorded before and after the injection. 


When lycopodium spores were injected into the main pul- 
monary artery of dogs there was an invariable rise of pres- 
sure in the artery. After one injection the rise was not sus- 
tained, and fell to near control levels in from two to ten 
minutes. When the pressure in the pulmonary artery rose 
to above one-third of the control valve, breathing usually 
became deeper and more rapid. The saphenous-artery pres- 
sure and the cardiac output showed no consistent response 
to the injection of lycopodium spores. With two exceptions 
the pulmonary arteriolar resistance rose. 

Both vagotomy and anterior rhizotomy had no influence 
on pulmonary arteriolar resistance. After anterior rhizo- 
tomy the pulmonary artery pressure was a little lower than 
before operation. This was probably due to the time interval 
between injection and observation. In one dog which was 
injected with lycopodium spores after anterior rhizotomy 
the pressure again rose in the pulmonary artery. 

In the sympathectomized dog injection of lycopodium 
spores was followed by a rise in pulmonary artery pressure 
from 24/12 to 50/20 mm. Hg. There was no difference in 
the response of this dog from the response of dogs that had 
not been sympathectomized. 

Despite common clinical belief that a small pulmonary 
embolus is capable of causing a generalized pulmonary 
arterial constriction, it does not seem that, in the anaes- 
thetized dog, localized lycopodium spore emboli cause such 
a sequence of events. 

The results of these experiments are interpreted as suggest- 
ing that rises in pulmonary artery pressure following 
lycopodium-spore embolism are due to mechanical vascu- 
lar obstruction. The degree of obstruction necessary to 
raise the pulmonary pressure is not clear, but multiple 
histological sections showed spores in the majority of large 
arterioles. 

In this form of pulmonary hypertension produced in the 
animals of this series, no alteration in haemodynamics re- 
sulted from vagotomy or severance of the sympathetic 
efferent fibres ; previous sympathectomy offered no protec- 
tion against a rise in pulmonary artery pressure. Holden 
et al. (1949) produced pulmonary embolism in dogs by means 
of thrombi released from the iliac veins. They found that 
the right atrial pressure rose transiently and the systemic 
pressure dropped temporarily. Section of the cervical vagi, 
together with the sympathetic chain T1 to T4 inclusive, 
did not alter the pattern at all. 

Mechanical blockage of pulmonary arterioles therefore 
causes pulmonary hypertension which is probably dependent 
upon the degree of blockage and is uninfluenced by the 
activity of known nervous pathways. 

These findings are quite consistent with pulmonary 
embolism in man. In the absence of other heart or lung 
disease I have never seen a fatal pulmonary embolus which 
did not render ineffective more than one lung and usually 
about one and a half lungs ; that is, an embolus which be- 
comes impacted at the bifurcation of the main pulmonary 
artery. This, of course, may not be the case when pul- 
monary hypertension and increased pulmonary blood volume 
already exist. Then a comparatively small embolus can 
raise the pulmonary artery pressure just enough to cause 
acute right heart failure. The therapeutic implication is that 
stellate or other ganglia blockade is useless. Ganglionic 
blocking agents are not only useless but are also dangerous, 
as they lead to systemic vasodilation, and a limited cardiac 
output fed into a dilated systemic circuit may lead to a fatal 
drop in blood pressure. 

Apart from defaecation associated with pulmonary embol- 
ism, which is discussed later, the only reflex mechanism in- 
volved is dyspnoea. This is mediated by the vagus. Atro- 
pine diminishes the dyspnoea and bilateral vagotomy 
abolishes it. 

Occasionally pulmonary oedema complicates pulmonary 
embolism in man and animal. In the latter this occurs when 
the cardiac output is maintained. This normal right ventri- 
cular output then has to reach the left heart by passing 
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through a very limited pulmonary vascular bed. Presumably 
when the limit of pulmonary capillary distensibility has been 
reached the pressure will rise until it exceeds that of the 
osmotic pressure of plasma proteins and pulmonary oedema 
results. A comparable mechanism in man can be supposed. 


Pulmonary Oedema 

The mechanism of pulmonary oedema has interested 
clinicians for a long time. Why do pulmonary capillaries 
leak, either acutely or chronically ? And has the autonomic 
nervous system any control over capillary permeability ? 

It is now established that in the majority of forms of pul- 
monary oedema transudation occurs when the blood pressure 
within the capillary exceeds the osmotic pressure of plasma 
proteins—that is, when it is above 25 to 30 mm. Hg—taking 
into account, of course, the usual minor pressure changes 
reflected from the intrapleural respiratory pressure swings. 
Excessive pulmonary capillary pressure accounts for the 
pulmonary oedema of mitral or aortic valvular lesions and 
left ventricular failure due to coronary artery disease or 
hypertension. Whether such oedema is sudden and cata- 
strophic or chronic depends upon the thickness of tissue 
between the capillary and internal surface of the alveolar 
wall. In chronic pulmonary oedema ‘his thickness is con- 
siderable and oedema fluid is carried away by the lym- 
phatics, which are seen as horizontal streaks on x-ray plates. 
When for any reason, especially exercise, the capillary 
pressure rises further, cardiac asthma is more common 
than pulmonary oedema. When the so-called capillary 
alveolar gradient is as thin as normal a sudden rise in 
capillary pressure is likely to cause acute pulmonary oedema, 
and this is typically seen some hours after a myocardial in- 
farction. Once pulmonary oedema has occurred there is 
alveolar anoxia and a fall in blood-oxygen saturation which 
leads to a further rise in capillary pressure, as is described 
below, and probably increases capillary permeability. 

This sequence of events is comparatively easy to under- 
stand, but it has often been thought that the mechanism of 
pulmonary oedema complicating head injury or bulbar polio- 
myelitis had a different aetiology, and that nervous influences 
lead to increased pulmonary capillary permeability. Sarnoff 
and Sarnoff (1952), in a series of ingenious animal experi- 
ments, have shown that cerebral disturbances can produce pul- 
monary oedema by raising the pulmonary capillary pressure 
above that of the plasma protein osmotic pressure. They in- 
jected fibrin into the cisterna magna of dogs and found that 
there was a rise in systemic pressure, an increased pulmonary 
blood volume presumably due to systemic venous constriction, 
and a consequent substantial rise in pulmonary capillary pres- 
sure. Previous adequate sympathetic denervation of the lung 
did not prevent the oedema occurring. Ganglionic blocking 
agents, however, if given before the fibrin injection, pre- 
vented the onset of oedema, or, if given when oedema had 
already happened, promptly relieved it. They believed that 
blocking agents reduced systemic arterial and venous tone 
and hence secondarily reduced pulmonary blood volume and 
pulmonary capillary pressure—the inference being that 
blocking agents relieve pulmonary oedema indirectly by their 
action on the systemic circulation and that the sympathetic 
supply of the pulmonary capillaries does not control their 
permeability. 

These experimental findings are compatible with clinical 
experience in, for example, pulmonary oedema complicating 
hypertension. I, like others, have found in occasional nervous 
hypertensive patients, when one records the blood pressure 
for the second and third time, that instead of a fall there is a 
rise in pressure. When such vasoconstriction occurs it is 
wise to auscultate the lung bases, when increasing crepita- 
tions will be heard and frothy sputum may be expector- 
ated. Also, treatment of pulmonary oedema by ganglionic 
blocking agents can be as effective as morphine, and that is 
high praise for their efficacy. 

Is there any form of pulmonary oedema which is not due 
to a rise in pulmonary capillary pressure ? In human experi- 


ence war gases, especially phosgene, are probably the only 
examples. Experimentally there is one substance which has 
rather remarkable properties, and I shall describe some 


experiments which McMillan and I carried out with it. . 


Richter (1952) has shown that the intraperitoneal injection 
of alphanaphthylthiourea (antu) is consistently followed by 
the production of massive pulmonary oedema and pleural 
effusions. He has also demonstrated in the dog that this 
form of pulmonary oedema is accompanied by negligible 
changes in pulmonary artery pressures. The present investi- 
gation was undertaken in order to find out if the production 
of such pulmonary oedema in the dog could be influenced 
by sympathetic denervation. 

Twenty-four dogs were anaesthetized with pentobarbitone 
sodium ; 14 of them acted as controls, and eight had bilateral 
sympathectomies from the stellate ganglion to the eighth or 
tenth thoracic ganglion, two to six weeks before the injection 
of antu. Antu in olive oil was injected intraperitoneally 
into all dogs, and haematocrit readings were taken every 
30 minutes. 

In one dog a sympathectomy from T 8 to L 2 was carried 
out in order to assess the effect of low sympathectomy on 
peritoneal absorption. In two dogs which had intraperi- 
toneal injections of antu, four and five hours later respec- 
tively, the ganglionic blocking agent trimetaphan camphor- 
sulphonate (“ arfonad”’) (Sarnoff and Sarnoff 1952) was in- 
jected through a catheter into the pulmonary artery. In 
three the pulmonary artery pressure was repeatedly recorded 
during the experiment with a mercury manometer, 

Of four dogs which received 50 mg. of antu per kg. after 
sympathectomy, three died, whereas of seven control dogs 
(not sympathectomized) all died after receiving the same 
dose of antu. Four dogs received 25 mg. of antu per kg. 
after sympathectomy, and all died. Similarly, four control 
dogs died after receiving the same dose. One control dog 
died after 15 mg. of antu per kg. and one survived, while one 
dog which received only 10 mg. per kg. survived. It seems, 
therefore, that the minimum lethal dose of antu is about 
20 mg. per kg. 

The injection of 0.5 mg. of trimetaphan into one dog with 
a systolic pressure of 130 mm. Hg produced a catastrophic 
fall in pressure in three minutes and death within fifteen 
minutes. In a second dog trimetaphan was used to lower 
the systemic pressure from 110 to 55 mm. Hg by repeated 
doses, and maintained there. The initial dose required to 
produce the fall was 0.05 mg. and the final dose tc main- 
tain it was 2.5 mg. Owing to this large increase in the 
amount of trimetaphan required, its use was abandoned after 
two hours, during which time the haematocrit had risen 
8%. Two hours later the animal died. Both these dogs 
had gross pulmonary oedema. 

In five dogs in which the pulmonary artery pressure was 
recorded during the development of pulmonary oedema 
there was no change in mean pressure while the haematocrit 
was rising, even in one followed through to death. 

The period of survival after antu injection appeared to be 
independent of the dosage, provided it was above the mini- 
mum dose, and both this and the rise in haematocrit were 
not significantly influenced by sympathectomy. 

Post-mortem examination in all dogs dying after antu 
injections revealed gross pulmonary oedema confirmed by 
microscopy, and bilateral pleural effusions. 

As the pulmonary artery pressure does not rise in this 
form of acute pulmonary oedema it is assumed that the 
pulmonary capillary pressure does not exceed the osmotic 
pressure of plasma proteins. Hence pulmonary oedema 
produced by antu is due to increased capillary permeability, 
and Richter (1952) has found such oedema finid to have the 
composition of plasma. 

In these experiments it has been confirmed that ablation 
of the pulmonary autonomic supply does not affect pul- 
monary oedema due to increased capillary permeability, 
nor certainly in two dogs did the ganglionic blocking agent 
trimetaphan influence the oedema. Therefore it must be 
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concluded that in no form of pulmonary oedema yet in- 
vestigated does the pulmonary autonomic supply play a 
direct part. 


Action of Drugs on the Pulmonary Circulation 


A number of drugs have been stated to have a direct 
action on the pulmonary vascular resistance, and some have 
been used in attempts to lower pulmonary vascular re- 
sistance in the hope that they might prove beneficial in such 
conditions as primary pulmonary hypertension. With the 
object of assessing whether any drug had a direct effect 
on the pulmonary arterioles McMillan and | have again con- 
ducted a series of animal experiments. The technical pro- 
cedure was the same in them all. Two cardiac catheters 
were passed via the jugular veins into the pulmonary artery. 
The first was used for injection of the drug and the second 
for measuring continuous pressures. A needle was inserted 
into each saphenous artery—one for drug injection and 
the other for measuring systemic pressure. The electro- 
cardiogram was recorded continuously. 

Injection of 5 minims (0.3 mi.) of 1 in 1,000 adrenaline 
solution into the pulmonary artery caused a rise of pul- 
monary artery pressure of about 10 mm. Hg between seven 
and cight beats after its introduction. There was also 
speeding of the heart rate at this time. 

Injection of 5 mg. of noradrenaline into the pulmonary 
artery caused a rise in pulmonary artery pressure and slow- 
ing of the heart rate also after seven to eight beats. 

Injection of 2 mg. of acetylcholine into the pulmonary 
artery caused asystole and consequent considerable lower- 
ing of pulmonary artery pressure, again after seven or eight 
beats. Why the pressure did not fall to zero is an interest- 
ing matter, for the electrocardiogram showed no myocardial 
electrical activity. It is thought that this continued evidence 
of pulsatile flow in the pulmonary artery is due to the 
pumping action of the lungs; for all this time the apex 
beat was impalpable and it is inconceivable that myo- 
cardial contraction could be present with absent electrical 
activity. 

The same dose of acetylcholine, when injected into a 
femoral artery, caused asystole in 21 to 23 beats. 

These facts are interpreted as meaning that none of these 
drugs have any effect on the normal pulmonary circulation 
and that the effect is purely secondary and dependent upon 
their entry at least into the aortic root. The considerable delay 
in noticeable action of acetylcholine when injected into the 
saphenous artery suggests that its arrival in the coronary 
artery is necessary for asystole to occur. 

Another drug used in the same way was “ dibenylene ” 
(N - phenoxyisopropy! - N - benze-8-chlorethylamine). It is 
described as an “adrenomotor antagonist,” and is re- 
garded as acting against the motor effects of circulating 
adrenaline, noradrenaline, 5-hydroxytryptamine, and most 
sympathomimetic amines. It does not interfere with gangli- 
onic transmission or prevent the liberation of peripheral 
transmitter substances. As it is widely used in the treatment 
of peripheral vascular disease and the control of hyperten- 
sion in phaeochromocytoma, the study of its action on the 
pulmonary circulation appeared to be of interest. When 
injected into the pulmonary or femoral artery even in doses 
up to 20 mg., it had no effect on pressure pulses. However, 
a dose as small as 2 mg., when injected into the pulmonary 
artery in the same syringe as adrenaline or noradrenaline, 
completely abolished their hypertensive responses. As might 
have been expected, it was quite ineffectual against acetyl- 
choline. Dibenylene therefore lived up to its reputation as 
an effective blockade against adrenaline and noradrenaline. 

In order to see if acetylcholine or dibenylene might be 
of any therapeutic use in pulmonary embolism, talc powder 
was injected into the pulmonary artery, and when the ex- 
pected rise in pulmonary artery pressure occurred each drug, 
in separate experiments, was introduced into the pulmonary 
catheter. Acetylcholine produced the usual fall in pul- 
monary artery pressure after seven beats when asystole had 
occurred, but otherwise was without effect. Small and large 


doses of dibenylene also were ineffectual in altering the 
induced pulmonary hypertension. 

These observations are naturally very unfortunate when 
one is trying to discover some useful therapy for pulmonary 
embolism, but they do agree with the lack of evidence for 
mass pulmonary arteriolar vasconstriction consequent upon 
pulmonary embolism, and suggest that the advent of a pul- 
monary embolus does not cause excessive liberation of 
adrenaline or noradrenaline. They do not, of course, con- 
tradict Wood's (1956) work on the effect of small doses of 
acetylcholine injected through a cardiac catheter on the pul- 
monary arteriolar resistance of patients suffering from mitral 
stenosis. He is considering increased arteriolar resistance 
in left heart valvular lesions. I am considering experimental 
pulmonary embolism. 

Harris et al. (1956), working in Cournand’s laboratory, in- 
fused acetylcholine into the main pulmonary artery of man 
and observed that it caused a slight fall in pulmonary 
arterial pressure when the subject breathed ambient air but 
a greater fall in pressure after pulmonary hypertension had 
been produced by hypoxia. The fall in pressure was 
associated with either a constant or an increased cardiac 
output. There was no alteration in the heart rate, the 
brachial artery pressure, the arterial saturation, or the venti- 
lation. This is taken as evidence that acetylcholine causes 
vasodilatation in the lungs and that this action is largely 
dependent upon the pre-existing tone of the pulmonary 
vessels. It is a most difficult experiment to understand, and 
after studying his diagram there is considerable delay 
between the giving of the acetylcholine and the measurement 
of its response. To give sufficient acetylcholine to alter 
pulmonary arteriolar resistance without altering the heart 
rate is a possibility I find very hard to comprehend. 

An interesting side-effect of producing experimental pul- 
monary embolism is that the dogs usually defaecate as the 
pulmonary artery pressure is rising. I have often wondered 
about the “call for the bedpan”™ story which is so often 
said to precede by a few seconds the arrival of the embolus, 
and have conjectured upon some message from above that 
the embolus was on its way. It must be that it has occurred 
by the time the bedpan is demanded and is a vagal reac- 
tion unconnected with the non-release of sympathetico- 
mimetic drugs and uninhibited by dibenylene. 

The results of investigating the effect of ganglionic block- 
ing agents on the pulmonary circulation have been some- 
what equivocal. Storstein (personal communication, 1956) 
repofted his results, using hexamethonium bromide, in 14 
patients suffering from various forms of heart disease. He 
found a statistically significant decrease in cardiac output, 
systemic blood pressure, and pulmonary artery and pulmonary 
capillary pressures, while there was no significant change in 
heart rate or resistances in the systemic and pulmonary cir- 
culation. The pressure fall was roughly parallel in the sys- 
temic artery, the pulmonary artery, and the pulmonary 
capillary. He interpreted the pressure fall in the pulmonary 
circulation to be due to a dilatation of the systemic blood 
vessels with consequent pooling of blood and reduction of the 
venous return. In our own experiments in dogs injection of 
the ganglionic blocking agent trimetaphan into the pulmonary 
artery did not lower pulmonary artery pressure until it had 
reduced the systemic pressure. When trimetaphan was in- 
jected simultaneously with a pulmonary embolizing material 
the drop in systemic pressure was greater than if it had not 
been given, and the induced pulmonary hypertension was 
unaltered. 

The action of ganglionic blocking agents has been investi- 
gated by several workers in mitral stenosis, and one of the 
most complete of these investigations is by Davies ef al. 
(1954). As already mentioned, the increased pulmonary 
arteriolar resistance in mitral stenosis is not comparable to 
the increased resistance in many other conditions in which 
there is obstruction in either the lumen or the wall of the 
vessel. Certainly in many patients suffering from mitral 
stenosis there are structural proliferative lesions of the pul- 
monary arterioles, but the dramatic fall in resistance after 
successful valvotomy indicates an altering functional state. 
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Davies et al. administered hexamethonium via cardiac 
catheter placed in the pulmonary artery to 12 patients with 
mitral stenosis and found it produced a sharp fall in pul- 
monary arterial pressure without a fall in cardiac output. 
They believed that such a reduction of total pulmonary 
vascular resistance was probably, although not certainly, 
due to arteriolar dilatation consequent upon autonomic block- 
ade. They write that they were careful to gauge the dose of 
hexamethonium so that the drop in systemic pressure was 
not too profound. Their argument of a primary action of 
this drug on pulmonary vascular resistance is good but not 
convincing, because the main fall in pulmonary artery pres- 
sure was systolic and in some patients the cardiac output and 
rate were changing. It is not quite enough to believe that 
because the change in pulmonary artery pressure is more 
profound than in the systemic the action of the drug 
must be on the pulmonary circuit. There are, of course, 
several drugs which will lower the pulmonary and systemic 
arterial pressures in patients with mitral stenosis as well as 
in normal people. An example of this is chlorpromazine. 
In these types of reaction a shift of blood from the lungs to 
the periphery may occur. However, the uncertainty of the 
site of action of these drugs does not detract from their 
value in lessening the dyspnoea of some patients suffering 
from mitral stenosis with high pulmonary artery pressure. 

Other experiments relevant to this discussion have been 
carried out with ganglionic blocking agents in patients not 
suffering from mitral stenosis. Gilmore et al. (1952) showed 
(although hardly conclusively) that in patients with systemic 
hypertension hexamethonium prevented the normal pul- 
monary vasoconstriction which occurs on assuming the up- 
right position. Greene and Bunnell (1950) produced a fall 
in net pulmonary arterial pressure in man following con- 
tinuous intravenous infusion of tetraethylammonium chloride 
and thought that the accompanying fall in cardiac output did 
not fully account for the fall in pulmonary arterial pressure. 
They also showed that tetraethylammonium chloride 
abolished the “ overshoot” in the pulmonary artery at the 
end of a Valsalva manceuvre. They concluded that these 
results indicated the presence of reflex pulmonary activity. 
Lee et al. (1954) not only were unable to confirm the aboli- 
tion of the pulmonary artery “ overshoot ” but also employed 
the Valsalva manceuvre to demonstrate the absence of any 
striking reflex vasomotor changes in the pulmonary arterial 
system. 

At the end of the “ blow” in the Valsalva manceuvre the 
systemic pressure rises and there is a simu: acous rise in 
net pulmonary arterial pressure due to an increase in venous 
return. There are almost identical changes in the net pul- 
monary capillary pressure. It is thought that the rapid in- 
crease in right ventricular filling pressure following the 
Valsalva manceuvre causes a rapid increase in stroke out- 
put and hence a rise in pulmonary artery pressure. In the 
experiments of Lee ef al. there was no rise in pulmonary 
artery pressure independent of pulmonary capillary pressure. 
As they say: “This strongly suggests that no pulmonary 
capillary constriction has taken place, and there is further 
evidence to the same effect when the pulmonary and brachial 
arterial tracings obtained during the prolonged Valsalva 
manceuvre are compared. During this period venous return 
is restricted and stroke output reduced ; reflex vasoconstric- 
tion occurs in the systemic arterial system, indicated by a 
rise in mean pressure, and later Traube waves appear. These 
indications of alteration in vasomotor tone do not occur in 
the pulmonary arterial pressure.” 


Use of Drugs in Primary Pulmonary Hypertension 

Wade and Ball (1956) believe that there are at least three 
mechanisms operating in different patients classified as 
suffering from primary pulmonary hypertension: (1) func- 
tional narrowing of muscular vessels with or without throm- 
botic occlusions ; (2) primary pulmonary arteritis ; and (3) 
bronchial and pulmonary communications through abnormal 
vessels, resulting in a dynamic state analogous to that of per- 
sistent ductus arteriosus. I have also seen a young woman 


patient who died of right heart failure due to pulmonary 
hypertension but with histologically normal pulmonary 
arterioles, somewhat analogous to the early stages of essential 
systemic hypertension. This case is important because it sug- 
gests severe functional arteriolar constriction. Unfortunately, 
ganglionic blocking agents were not available when the 
patient was alive. However, hexamethonium bromide has 
been used in a number of cases of primary pulmonary hyper- 
tension. Wade and Ball report no relief. When I have used 
it the systemic vasoconstriction was released and the low 
fixed cardiac output was frequently inadequate to perfuse 
the brain, causing most troublesome effort syncope. One of 
my patients explained, “I do feel a great deal better just 
before the next injection is due.” She actually had attacks of 
blindness on effort with extreme retinal blanching. This, of 
course, is what one would expect in view of the failure of the 
drug to lower pulmonary artery pressure in experimental 
pulmonary embolism. 

The results of operative autonomic denervation are un- 
fortunately conflicting. One author saw no effect of 
thoracic sympathectomy and plexotomy in a child with 
this disease, whereas another denervated the left lung in a 
man with primary pulmonary hypertension and reported 
that the pulmonary artery pressure became normal in a 
following three-year observation period. 

Wade and Ball also state that in one patient pulmonary 
hindrance was apparently reduced by tolazoline hydro- 
chloride (priscol). This has not been’ my experience in one 
patient whom I recatheterized while on tolazoline hydro- 
chloride. In dogs tolazoline hydrochloride is not active in 
the pulmonary circulation either when normal or with pul- 
monary hypertension due to embolism. 

Of the numerous other drugs which have been used for 
primary pulmonary hypertension none has been effective so 
far as I am aware, 

The evidence, therefore, for a primary action of any 
drug on the pulmonary circulation is extremely slender, and 
I personally remain unconvinced that there is any such 
action. The therapeutic implications are negligible. 


Hypoxic Reaction 

Von Euler and Liljestrand demonstrated in 1946 that anoxia 
induces a pressure rise in the pulmonary artery of a cat. 
Since then similar observations have been made on normal 
man (Westcott ef al., 1951; Doyle ef al., 1952). In most 
normal subjects, when hypoxia is produced by breathing 
low concentrations of oxygen the pulmonary artery pressure 
rises significantly, the cardiac output increases or does not 
change, the heart rate increases, and the pulmonary “ capil- 
lary” pressure remains the same. Thus total pulmonary 
and pulmonary vascular resistance increases. The systemic 
artery pressure and peripheral vascular resistance vary in re- 
sponse. They may rise or fall. Storstein (personal communi- 
cation, 1956) stated that in most investigations with experi- 
mental anoxia there is at the same time an increase in blood 
flow and pulmonary artery pressure, but that there are some 
patients showing at the same time a fall in cardiac output and 
a rise in pulmonary artery pressure. He thinks that this find- 
ing is in favour of a direct vasomotor action on the pul- 
monary blood vessels consequent upon changes in oxygen 
concentration of inspired air. Yu et al. (1956) have found 
the same type of response in patients suffering from mitral 
stenosis with an already high pulmonary vascular resistance 
when breathing low oxygen began. In most instances the 
resistance rose. 

In patients with chronic pulmonary disease the hypoxic 
reaction is much less marked (Fishman ef al., 1952). The 
difference in response may be due to acclimatization of such 
patients to chronic hypoxia, insensitivity of chronically hy- 
poxic oxygen receptors, or the fact that maximal vasoconstric- 
tion has already occurred with chronic hypoxia and a further 
acute response is impossible. It is of interest in this con- 
nexion that I am told that in the hills of Mexico pulmonary 
hypertension in association with persistent ductus arteriosus 
is commonplace. Ligation of such so-called high-pressure 
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ductuses is not the disastrous procedure that it usually is in 
this country. It may be that the rarefied atmosphere of 
Mexico produces a functional pulmonary vasoconstriction 
and that by the time operation is considered in Great Britain 
structural narrowing has already occurred in the pulmonary 
arterioles. 

Why does hypoxia lead to an increase in pulmonary vas- 
cular resistance ? Doyle er al. (1952) favour the idea that 
hypoxia has a direct effect on precapillary pulmonary vessels 
as a result of low oxygen tension in mixed venous blood. 
On the contrary, Yu et al. (1956) found in their mitral 
stenotic patients that the reduction in oxygen saturation of 
arterial and mixed venous blood was not statistically re- 
lated to the magnitude per cent. changes in pulmonary flow, 
pressures, or resistances. Fishman ef al. (1952) suggest that 
acute bilateral hypoxia may cause a shift of blood into 
the lungs because of peripheral vasoconstriction. This 
suggestion is based on their experiments in which they 
administered 10% or 12% oxygen to one lung of patients 
suffering from minimal pulmonary disease. To the other 
lung they administered 25% to 30% oxygen in nitrogen, which 
prevented marked anoxia of arterial or mixed venous blood. 
There was no rise in pulmonary artery pressure or shift of 
blood from the anoxic to the hyperoxic lung, indicating that 
local alveolar anoxia does not cause pulmonary vasocon- 
striction when arterial and venous oxygen saturation is 
maintained. 

Helen Duke (1954) showed that inhalation of gas mixtures 
containing 5% to 10% oxygen in nitrogen instead of atmo- 
spheric air caused a rise in left pulmonary arterial pressure in 
the living animal during perfusion of the left lung at con- 
stant volume inflow with blood from the right auricle. The 
response was not dependent upon changes in left auricular 
pressure, tidal air, or systemic blood pressure. It was found 
that it was similar in duration and latency to that occurring 
in isolated lungs perfused at constant volume inflow. She 
states: 

“ The tests on cross-perfused and back-perfused isolated lungs 
were carried out to help identify the vessels which respond to 
anoxia. It has already been found (Duke, 1951) that ventilation 
of isolated lungs with nitrogen to produce an approximately 
60% oxygen saturation of the pulmonary arterial and venous 
blood causes a rise of pulmonary arterial pressure. The present 
experiments show that, in lungs ventilated with air, perfusion 
through the artery with blood which is approximately 60% satur- 
ated with oxygen does not cause a pulmonary arterial pressor 
response, but that véntilation of the lungs with nitrogen during 
perfusion with partially deoxygenated blood does produce an 
increase of pulmonary arterial pressure. Provided gas exchange 
only takes place in the alveolar capillaries, these findings would 
indicate that the site in the pulmonary vascular bed sensitive to 
oxygen lack is in the capillaries or veins. When perfusion was 
made through the vein and the lungs were ventilated with 
nitrogen a pulmonary arterial pressor response occurred which 
was very similar to that obtained during perfusion of the lungs 
through the artery. It would therefore appear that the alveolar 
capillaries are the site sensitive to anoxia.” 


I have repeatedly produced a rise in pulmonary pressure 
in anaesthetized dogs when they are breathing 10% oxygen 
in nitrogen. The pressure begins to rise in about one minute 
and continues until normal ventilation is introduced. There 
is usually no change in systemic pressure. This reaction is 
not due to carbon dioxide retention, because it occurs in 
exactly the same way whether or not there is a carbon 
dioxide absorber in the circuit. Also, breathing 5% carbon 
dioxide for one and a half minutes does not have any 
appreciable effect on the pulmonary artery, pulmonary 
capillary, or femoral artery pressure. There appears to be 
a direct correlation between the rise in pulmonary artery 
pressure and the fall in the oxygen saturation of mixed 
venous blood. In order to decide whether or not this was a 
reflex pressure rise, trimetaphan was infused into the pul- 
monary artery by a cardiac catheter during the inhalation of 
10% oxygen. Pulmonary hypertension developed just as be- 
fore. There was, of course, a precipitous fall in systemic 
arterial pressure. Thus pulmonary hypertension due to 
breathing 10% oxygen is a direct response of the pulmonary 


vasculature probably due to a falling venous oxygen satura- 
tion and not to a nervous reflex mechanism. 

Clinically it is my impression that right ventricular failure 
due to pulmonary hypertension in emphysema is related 
more to arterial and venous oxygen unsaturation than to 
other measurable change such as arterial carbon dioxide 
tension. There are occasional contrasting emphysematous 
patients in one of whom carbon dioxide retention with 
venous dilatation and papilloedema is marked, whereas in 
the other hypoxia and right ventricular failure predominate. 

In mitral stenosis there is good correlation between the 
height of the pulmonary arteriolar resistance and the fall 
in the oxygen saturation of mixed venous blood (Holling 
and Venner, 1956). 

In atrial septal defect, once reversal of the shunt has 
occurred, there is arterial oxygen unsaturation, and with 
normal oxygen extraction by the tissues there is a decrease 
in venous oxygen saturation. It is therefore hardly surpris- 
ing that pulmonary hypertension is a progressive disability. 
The production of an atrial septal defect in dogs is usually 
accompanied by an initial small right-to-left shunt. This 
is followed by pulmonary hypertension, which may become 
marked. Closure of the defect relieves the hypertension. 

These facts have considerable therapeutic implication. In 
cor pulmonale due to emphysema, treatment with thiouracil 
will reduce tissue oxygen consumption and hence cause a 
rise in oxygen content of mixed venous blood. This should 
progressively reduce pulmonary hypertension. 

In atrial septal defect once pulmonary hypertension is initi- 
ated it is likely to be progressive, and early operation should 
probably be advised. Experiments are now proceeding in 
order to try to see if the introduction of better-oxygenated 
blood into the right heart may lower pulmonary arteriolar 
resistance and reduce right ventricular work. 


Bronchomotor Tone 

Rodbard (1953) suggests that changes in bronchomotor 
tone may influence blood pressure and flow relationships in 
the pulmonary circulation. Vagal stimulation, by decreas- 
ing the calibre of bronchi, reduces the alveolar capillary 
surface and causes increased resistance to the passage of 
blood. Sympathetic stimulation has the opposite effect. 
This idea is attractive and might explain the mechanism 
whereby blood is shunted away from collapsed and con- 
solidated areas of lung. It would, of course, also explain in 
part the pulmonary hypertension of asthma. 


Summary 


I hope that I have shown that pulmonary embolism 
is unaccompanied by generalized pulmonary vasocon- 
striction ; that clinical pulmonary oedema is a secondary 
phenomenon to changes in the systemic circulation, 
albeit facilitated by pre-existing disturbed pulmonary 
haemodynamics ; that the hypoxic reaction is a direct 
response of the smaller vessels of the pulmonary circula- 
tion to blood unsaturated with oxygen ; and that drugs 
known to influence the autonomic nervous system play 
little part in the vascular economic adjustments of the 
lungs. 

I began by saying that the lung vasculature was poorly 
endowed with sympathetic and parasympathetic nervous 
supply and have ended by concluding that the function 
of even this small supply is far from clear. The lesser 
circulation appears to have been well named, and I can 
only hope that my successors will raise the status of a 
much-investigated and highly controversial field of 
endeavour. 

My thanks are due to Mr. I. K. R. McMillan, who has done 
so much of this work, and especially for his surgical skill, which 
was essential; to Dr. W. Boake, who produced many ideas; to 
Miss Stewart and Mr. Schofield, our technicians, who have made 
such experiments possible; and to Miss Fairbrace, my secretary, 
for her kind organization. 
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PROLONGED ANTIBIOTIC TREATMENT 
OF SEVERE BRONCHIECTASIS 


A REPORT BY A SUBCOMMITTEE* OF THE 
ANTIBIOTICS CLINICAL TRIALS (NON- 
TUBERCULOUS) COMMITTEE OF THE MEDICAL 
RESEARCH COUNCIL 


Experience with penicillin and later with other antibiotics 
has shown that these drugs are effective in the treatment 
of many acute respiratory infections. The management 
of chronic bronchial! infections, particularly in patients 
with bronchiectasis, has proved more difficult. Although 
an initial response: may be obtained in individual 
patients, especially during acute episodes, cessation of 
treatment is usually followed by an early relapse and the 
re-establishment of infection. 

The therapeutic trial reported in detail below was 
designed to study the effect of prolonged antibiotic 
therapy in severe cases of bronchiectasis characterized 
by abundant purulent or mucopurulent sputum. Since 
the study was concerned with long-term therapy, patients 
were treated entirely at home unless some intercurrent 
infection necessitated admission to hospital. Patients 
were accepted only if they were able to attend regularly 
at a special out-patient clinic. As will be seen, the 
criteria of severity were stringent, and it was surprising 
how few patients satisfied them. 

Since the patient assesses his illness in terms of general 
health, the amount and character of sputum, and his 
ability to work and enjoy a full life, the observations 

*The members of the subcommittee were: Dr. J. G. we 
chairman), Professor J. W. he Drs. T. Anderson, A . C. 

hes, J. Knowelden, A. G. Ogilvie, W. S. Sutton, M. Telling, 
K. Zinneman, and C. Darke 

The present report was prepared for subcommittee by Dr. 

C. S. Darke and Dr. J. Knowelden. 


recorded at each attendance were designed to evaluate 
these criteria. Because of the normal fluctuation in the 
symptoms of this disease with the change of season, 
patients were observed over a consecutive period of 52 
weeks whilst they received the appropriate drug under 
a uniform scheme. 

The difficulties inherent in a trial of this character will 
be appreciated, not least of them being the subjective 
improvement which might be expected when more 
intense interest is shown. This difficulty was met by 
introducing a control medicament, lactose, and making 
the trial a “ blind” one in which neither the clinician nor 
the patient knew which drug was being given. The 
nature of the trial was explained to the patients before- 
hand, and all were volunteers. The results of the study, 
which have been analysed in the various tables, are an 
attempt to obtain an objective assessment of‘a number 
of symptoms and signs common to most patients with 
infected bronchiectasis. 


Plan of Trial 

The trial was conducted on out-patients at seven centres— 
Chester, Edinburgh, Glasgow, Leeds, Liverpool, Newcastle, 
and Sheffield. Patients had to be between 15 and 55 years 
of age and to have had symptoms for at least three months. 
It was required that the bronchogram should show frank 
bronchiectasis affecting at least two lung segments. Before 
admission to the trial the patient had to be observed on four 
visits at weekly intervals, on each occasion bringing a 24- 
hour specimen of sputum; the total quantity of the four 
specimens, which had to be either purulent or mucopurulent, 
had to be at least 150 ml., and the last had to measure at 
least 25 ml. Patients with tuberculosis were excluded. 
Patients who had been receiving antibiotics or sulphon- 
amides could be admitted only after a period of at least a 
month without such treatment. 

During the pre-treatment period of four weeks observa- 
tions were made on cough, haemoptysis, dyspnoea, and 
disability, as well as on sputum measurement. A postero- 
anterior film of the chest was taken. On the fourth visit 
the weight, haemoglobin, red-cell count, and degree of club- 
bing were recorded and the patient’s general condition was 
assessed. If he satisfied the criteria for admission he was 
allocated at random, according to a centrally held list, to 
one of the three treatment groups—penicillin, oxytetra- 
cycline, or lactose. The drugs were provided in 0.25-g. 
capsules which were indistinguishable, and the supply for 
each patient was issued in bottles which were identified 
only by the patient's allocation number. As the allocation 
and supply of drugs was controlled centrally neither the 
patient nor his physician was aware of the treatment given. 
The patients were instructed to take two capsules four times 
a day on two days a week—for example, on Wednesday and 
Saturday—making a total dose of 2 g. each day or 4 g. a 
week, 

Treatment was continued for a year, and during this time 
regular visits were made to the out-patient department, at 
first weekly for a month and thereafter at four-weekly 
intervals. On each attendance the patient brought a 24-hour 
specimen of sputum, and observations on the severity of 
cough, dyspnoea, haemoptysis, and disability were made as 
on the pre-treatment visits. At the completion of one year’s 
treatment additional observations were made on clubbing, 
weight, general assessment of progress, and the patient's 
own assessment of his response to treatment. During the 
year’s treatment it was provided that any acute episode might 
be treated according to the discretion of the clinician, includ- 
ing, if necessary, penicillin by injection or other antibiotics. 
All such additional treatment was to be recorded. Provision 
was made for the routine reporting of any presumed toxic 
reactions to treatment. In all groups treatment by postural 
drainage was conducted in accordance with the practice of 
the physicians in clinical charge of individual patients. 
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Initial Comparability of Treatment Groups 

Between January, 1953, and March, 1954, 122 patients 
were admitted to the trial. Of these, 38 were allocated to 
penicillin, 44 to oxytetracycline, and 40 to lactose. The age 
and sex distribution of the groups were comparable. In each 
the male patients formed a majority, 58%, of the penicillin 
group, 70% of the oxytetracycline, and 60% of the lactose. 
The average ages of the patients in these treatment groups 
were 34.3, 32.3, and 32.6 years respectively, and rather more 
than 50% of those allocated to each treatment were in the 
15-34 year age group. No patient had had symptoms for 
less than two years, the average duration being about 20 
years for each group. 

Table I compares various characteristics of the three treat- 
ment groups such as their past medical history, and shows 
that in most respects they were alike initially. The largest 


Taste I 
| Penicillin Oxytetracycline| Lactose 
Season in which treatment started 
Jan.-Maich 14 | 19 17 
April-June | 9 13 il 
July-Sept 10 | 7 7 
Oct.—Dec 5 | 
- 
Total 8 44 40 
Age al Onset 
Under 5 years 18 19 16 
5-14 12 | 13 8 
15 and over 8 2 16 
Bronchogram 
Average No. of segments 
involved os | 8-2 94 
Type (No. of patients); | 
Cylindrical 6 il | 17 
Cystic 9 7 7 
Combined 23 | 26 16 
Collapse (No. of patients): | 
one 17 14 } 
Partial 16 | 22 13 
Complete 5 & | 9 
History of Respiratory Illnesses, etc. 
No. of patients with history : 
Asthma $ 4 3 
Bronchitis 29 | 27 27 
Bronchopneumonia | 18 19 12 
Lobar pneumonia | il 16 | 20 
Pleurisy | 14 il 21 
Empyema 2 1 2 
Streaks 20 19) 17 
Frank 9) 5 6 
( Slight 11) 14 il 
Clubbing { Moderate 7}23 1 $23 7 $20 
Gross 3g 3 2 
Average weight in Ib. (kg.) | 125-4 (56-9) 125-1 (86-7) | 120-1 (54-5) 


number of patients were admitted in the months of January 
to March, as the winter months of both years, 1953 and 
1954, contributed to the total number. Nearly half the 
patients in each group had the first symptoms of their disease 
earlier than the fifth birthday. On the average the broncho- 
grams showed eight to nine segments involved, principally 
with both cystic and cylindrical types. About 40% showed 
no collapse in any segment, while complete collapse of at 
least one segment was present in about 20%. Few patients 
had had asthma or empyema, but nearly 70% had had 
bronchitis, while pneumonia and pleurisy were common. 
About three-quarters had some degree of haemoptysis, but 
principally streaks only. About a half showed some degree 
of clubbing. 


Results 


Deaths.—During the year’s treatment three patients died, 
one in each treatment group. The patient given penicillin, 
a woman aged 54, completed 42 weeks’ treatment, defaulted, 


and on inquiry was found to have died in another hospital 
six weeks later. No necropsy was performed and the cause 
of death was given as coronary artery disease, the pulmonary 
condition being unmentioned. A boy aged 15 had shown 
signs of slight improvement when last seen after eight weeks’ 
treatment with oxytetracycline. He died suddenly while 
waiting in a bus queue a week later, and the cause of death 
confirmed by necropsy was cor pulmonale. The fatality in 
the lactose group occurred in a man aged 26, who had 
attended only two weeks from the start of treatment. He 
became suddenly ill and died of “ pneumonia ” in a few days. 
He had not been admitted to hospital and there was no 
necropsy. 

Defaulters—Four patients defaulted, two on oxytetra- 
cycline and two on lactose, before six months’ treatment 
had been completed. 

Unable to Continue Treatment.—Two patients complained 
that they could not take the treatment allocated, one being 
given penicillin and the other oxytetracycline. The former 
had a history of duodenal ulcer and stopped treatment after 
only 12 capsules of penicillin, which he said caused severe 
burning pain. The other complained of vomiting one hour 
after taking the capsules and stopped treatment after 16 
weeks. 

Change in Diagnosis——One patient aged 15 originally 
allocated to lactose continued to receive treatment for 44 
weeks and was then taken out of the trial and treated with 
oxytetracycline for an intercurrent illness. She improved 
temporarily, but died three months later (more than 12 
months after starting treatment in the trial), and at necropsy 
was found to have fibrocystic disease of the pancreas. 

All the 10 patients listed above—two from the penicillin 
group and four each from the oxytetracycline and lactose 
groups—were excluded from the remaining analysis, which 
is therefore confined to 112 patients (36 on penicillin, 40 on 
oxytetracycline, and 36 on lactose). 

In addition to the four defaulters excluded from the 
remaining analysis, one penicillin patient defaulted at the 
36th week of treatment, and one on oxytetracycline was 
taken off the trial at the 44th week suffering from an inter- 
current illness, The observations on these two patients up 
to these dates have been included in the analysis. Sulphon- 
amides or antibiotics, other than the trial capsules, were 
administered for a pulmonary condition to six patients in 
the penicillin group, to three in the oxytetracycline group, 
and to five in the lactose group. Nearly all this additional 
treatment was given by general practitioners, and since these 
patients remained in the trial they have been included in the 
analysis. 

In the analysis of the observations made routinely on each 
visit, the four pre-treatment readings have been taken as 
one group. The observations in the treatment period have 
also been amalgamated in four groups of four consecutive 
readings each : (a) weeks 1, 2, 3, and 4; (b) weeks 8, 12, 16, 
and 20; (c) weeks 24, 28, 32, and 36; and (d) weeks 40, 
44, 48, and 52 from the start of treatment. 


Sputum 

At each visit the patient brought in a flask specially 
provided a specimen of all sputum coughed up in the 
previous 24 hours (8 a.m. to 8 a.m.). The odour was noted, 
and recorded as “ foul” or “ not foul.” The flask was then 
kept for 72 hours, by which time separation into layers of 
mucus and pus had usually taken place. The total volume, 
and that of each fraction, were then recorded. In some 
specimens separation was incomplete. These have been 
excluded from the averages of total volumes. Table II 
shows the average weekly volumes in the pre-treatment and 
treatment periods for each treatment group, and in the 
second part expresses the volumes at different parts of the 
treatment period as percentages of the average of the four 
pre-treatment readings. 

Initially the average 24-hour specimen had a total volume 
of 96.7 ml. in the penicillin group, 76.7 ml. in the oxytetra- 
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Taste Il.—Average 24-Hour Sputum Measured (a) by Volume 
in ml. and (6) as Percentage of Pre-treatment Volume 


Pre- Treatment Period (Weeks from Start) 
treatment 
(Weeks 8-20 24-36 | 40-52 
Volume in mi. : 
Mucus $3 49 38 39 43 
Penicillin 2 Pus 44 36 34 29 29 
Total 97 85 72 67 72 
Mucus 40 3 23 26 31 
C—- { Pus 37 18 18 18 
cycling | Total 77 41 44 49 
Mucus $7? 48 49 46 
Lactose { Pus 47 43 39 34 M“ 
Total 104 93 87 83 80 
% of pre-treatment 
volume: 
us 100 93 «71 73 81 
Penicillin < Pus 100 84 66 67 
Total 100 89 14 70 74 
cyclin | Total 100 66 s4 37 64 
Mucus 100 88 85 85 81 
Lactose Pus 100 90 83 72 71 
Total 100 89 84 79 6 
cycline group, and 104.4 ml. in the lactose group. In each 
the mucus fraction was about 55% of the total. In the 


penicillin group the total volume fell to 89% of its original 
level in weeks 1-4 after starting treatment, to 74% in weeks 
8-20, to 70% in weeks 24-36, and was again 74% in the 
final weeks (40-52). The oxytetracycline group experienced 
a greater relative decline in total volume, and this was seen 
early in treatment, the proportions in the successive periods 
being 66, 54, 57, and 64% of the initial level. The corre- 
sponding proportions in the lactose group, 89, 84, 79, and 
76% show less change from the initial level than the other 
treatment groups, especially in the earlier part of the trial. 
In the oxytetracycline group in particular the greatest 
change took place in the pus fraction of the sputum, which 
rapidly reached and stayed at about 50% of its original 
volume, but, unlike the other two groups, there was little 
evidence of further improvement beyond the 8-20 weeks 
after starting treatment. 

In the pre-treatment period the proportion of specimens 
recorded as “ foul” was 29% in the penicillin, 23% in the 
oxytetracycline, and 37% in the lactose group. In each 
group these proportions fell during the year, the foul speci- 
mens forming 8, 6, and 15% of those submitted in the final 
four visits. This fall was gradual in the penicillin and 
lactose groups, but immediate in the oxytetracycline group, 
where in the first four weeks of treatment only 6% of 
specimens were foul, compared with 24% in the penicillin 
group and 32% in the lactose group. 


Cough 


At each visit the cough was graded, according to the 
patient’s statement, as 0=“none” 1=“ morning only”; 
2=“more than 1 and less than 3”; and 3=“ night and 
day.” Table III shows the proportions of readings in each 
period falling into these four grades. The initial distribu- 


Taste 11l.—Percentage of ane. Exhibiting Cough of Grade 
to 


treatment s from Start 
Grade | (Weeks 
1-4) 1-4 | 820 | 24-36 | 40-52 
Penicillin 1 
% ients. 2 46 45 38 
3 40 32 22 20 
0 0 0 4 4 3 
3 34 19 12 il 
sSisisiaia 
Lactose 1 
% ients 2 49 ss 56 46 36 
3 37 24 23 24 29 


* For definitions of grades see text. 


tion of grades in the three groups was not closely alike, but 
in each during treatment there was a subjective improvement 
in this symptom with a reduction in the proportion with 
grade 3 and slight increase in the proportion with no cough. 
The grading was difficult to apply, but “night and day” 
cough, a great disturbance to the patient, was considered to 
be better defined than grades 1 and 2, In the penicillin 
group the initial proportion of 40% with this most severe 
grade fell to about 20% during treatment. In the oxytetra- 
cycline group the initial proportion of 34% fell more 
strikingly to about 10%, while in the lactose group there 
was relatively less change from an initial proportion of 
37% to about 25%. 


Haemoptysis 


The occurrence of episodes of haemoptysis since the pre- 
vious visit was recorded as “none,” “ streaks,” “ clots,” 
or “frank.” At some time in the treatment period 25 
(69%) of the 36 patients on penicillin reported one or 
more episodes of haemoptysis compared with 16 (40%) 
of the 40 patients on oxytetracycline and 22 (61%) of the 
36 on lactose (Table IV). In each treatment group the 


TaBLe [V.—Haemoptysis—Number of Patients with Haemoptysis 
in Treatment Period 


Penicillin Oxytetracyeline} Lactose 
One episode only 12 4 
Two or more episodes. 13 a 18 
No haemoptysis = 1 24 14 
Total ~ ae 40 36 


majority of these episodes were streaks, and frank haemo- 
ptysis was rare. About half the patients treated with peni- 
cillin who reported haemoptysis had only one episode 
during the year. Single episodes formed the majority of 
those reported by the oxytetracycline group, while repeated 
episodes were the commonest among lactose-treated 
patients. 


Dyspnoea 

Dyspnoea at the time of each examination was recorded 
in five grades (Table V): (1) patient does not become more 
breathless than other men/women of his/her own age and 
build at work or walking, and on climbing hills and stairs ; 
(2) patient is able to walk with normal men/women of his/ 
her own age and build on the level but is unable to keep up 
on hills or stairs; (3) patient is unable to keep up with 
normal men/women on the level, but is able to walk a mile 
or more at his/her own speed ; (4) patient is unable to walk 
more than about 50 yards on the level without a rest ; and 
(5) patient is breathless on talking or undressing, or unable 
to leave his/her house because of breathlessness, Initially 
about a quarter of each group were in grade 1, about the 
same in grade 2, about 40% in grade 3, and a small pro- 
portion in grade 4. No patient was initially so breathless 
as grade 5, and on only one occasion subsequently did a 
patient on penicillin have this degree of dyspnoea. In each 
treatment group there was some improvement with a shift 
down the scale of grading, but no clear difference emerged 
between the treatments. Table V summarizes this pattern 
by showing the proportion of patients in grades 1 and 2 
combined and in grades 3, 4, and 5 combined in each of 
the four consecutive readings. 


Taste V.—Percentage of Patients Exhibiting Dyspnoea of Grades 
1 and 2, or 3, 4, oul's 


treatment tart 
Grade (Weeks 
i-4) 14 | 820 | 24-36 | 40-52 
land2} 30 31 65 68 61 
Penicillin. { 3+ 30 49 33 32 39 
land?) $8 62 73 75 
Onxytetracycline { 3+ 2 37 27 25 8 
land 59 62 65 65 68 
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Disability Since Last Visit 
At each visit episodes of known fever, the number of 
days confined to bed, and the number of days off work 
due to a respiratory illness since the previous attendance 
were recorded (Table VI). During treatment the penicillin 


Taste VI.—Disability as Measured by (a) Episodes of Known 
Fever, (6) Days Confined to Bed, and (c) Days Off Work 


Pre- Treatment Period 
treatment (Weeks from Start) 
(Weeks 
4+ | 82 | | 40-52 
of 
known fever : | 
Penicillin (36 j 
Patients) 3 I 4 7 13 
Onxytetracycline 
(40 patients) a $ 6 9 | & 
Lactose (36 | 
Patients) i 1 6 12 | 17 
Days confined to 
Penicillin 16 6 89 107 179 
Onxytetracycline 14 7 20 M 
Lactose 3 88 153 200 
Days off work 
and propor- | | 
tion of time | 
off work | 
Penicillin 246 (24%) 240 (24%) 813(20%) 818 (20°) 796(21%) 
Oxytetracycline 273 (24%) | 247(23%)| 619(14%) 605(14%)| 793(19%) 
Lactose .. | 224 (2242) {1,033 (2674) 1,021 981 (25%) 


group reported 25 episodes, the oxytetracycline group 28, 
and the lactose group 36. The total number of days con- 
fined to bed were 381 for the penicillin, 118 for the oxytetra- 
cycline, and 446 for the lactose group. On the average, 
therefore, the patients in the three groups spent 2.95, 0.84, 
and 3.45% respectively of the treatment year confined to 
bed. The total days off work were 2,667 for those given 
penicillin, 2,264 for those given oxytetracycline, and 3,259 
for those given lactose—that is, they spent 20.7, 16.1, and 
25.0% respectively of the year off work. Much of this time 
off work was contributed by patients who were not at work 
for the whole of their time in the trial. If these are ex- 
cluded the total days off work become 477, 804, and 1,069 
for penicillin, oxytetracycline, and lactose groups respec- 
tively, with corresponding proportions of 3.7, 5.7, and 8.2% 
of the total time. 

This result gives a less favourable picture for oxytetra- 
cycline, as fewer patients were excluded from this group be- 
cause they did not work at any time in the year than from 
the two other treatment groups. However, this difference 
may be due to the oxytetracycline-treated patients not pre- 
viously at work having a better chance of improving suffi- 
ciently to take up a job during the year. This is suggested 
by the fact that there were eight patients in the penicillin 
group, nine in the oxytetracycline group, and eight in the 
lactose group who did not work at all in the pre-treatment 
period. Subsequently five oxytetracycline-treated patients 
returned to work at some time in the year compared with 
only two in each of the other treatment groups. 


Final Assessment 


At the final visit, apart from the routine measurements, 
records were made of the weight, the degree of clubbing, 
and of the patient's and the physician's assessments of 
response to treatment. In cach treatment group more 
patients gained than lost weight over the year, the corre- 
sponding average gain per patient being 0.76 Ib. (348 g.) for 
penicillin, 3.38 Ib, (1,533 g.) for oxytetracycline, and 0.63 Ib. 
(286 g.) for lactose. Estimates of the degree of clubbing 
changed very little in any group. 

Most of the patients thought they had improved during 
the year—78% of those given penicillin, 78% of the oxy- 
tetracycline group, and 61% of the lactose group. Nearly 
all the remainder considered they had not changed, only 
four patients—three given penicillin and one given oxytetra- 
cycline—saying they were worse at the end of the year. 
The physician's assessments were more conservative, record- 


ing 42% of the penicillin, 60% of the oxytetracycline, and 

% of the lactose group as improved, though much of 
the improvement was attributed to regular postural drainage. 
Only two patients, both given penicillin, were worse at the 
end of the year in the physician’s opinion. 


Drug Toxicity 

No serious toxic symptoms were observed in any patient. 
Apart from the two patients who were unable to continue 
treatment—one on penicillin complaining of burning ab- 
domina! pain, the other on oxytetracycline who vomited one 
hour after taking the capsules—toxic symptoms were re- 
ported by five patients on penicillin, eight on oxytetracycline, 
and four on lactose, nearly all in the first few weeks of 
treatment. Diarrhoea was the commonest symptom, re- 
corded by 10 patients—three on penicillin, five on oxytetra- 
cycline, and two on lactose—while anorexia, nausea, vomit- 
ing, flatulence, or epigastric discomfort formed the next 
group in order of frequency. The only other recorded 
symptoms were swelling of the foot accompanied by a rash 
which lasted a week and developed eight weeks after stari- 
ing penicillin treatment, paraesthesiae of both hands lasting 
a few weeks 16 weeks after starting oxytetracycline, and 
joint pain the day after taking lactose capsules, experienced 
in the early weeks of therapy. 


Discussion 


It has been shown in trials previously reported that treat- 
ment of bronchiectasis with antibiotics, particularly chlor- 
amphenicol, can achieve some success in eliminating infec- 
tion and in reducing the amount and purulence of the 
sputum. Franklin and Garrod (1953) reported that chlor- 
amphenicol was effective in eliminating Haemophilus in- 
fluenzae from the sputum of bronchiectatic children, and 
in certain instances the drug was used for periods up to 
five months, Previously Mulder et al. (1952) had described 
comparable results in adult patients, and clinical studies 
by Wynn-Williams and Moyes (1951) and Harris et al. 
(1952) had also proved satisfactory. More recently Helm, 
May, and Livingstone (1954, 1956) have shown that there 
is a place for long-term antibiotic treatment in advanced 
cases, although only a proportion of these will respond well. 
Unfortunately the occurrence of blood dyscrasias following 
long-term chloramphenicol therapy made it necessary to 
exclude this drug in the present trial. 

In the investigation reported here an attempt has been 
made to assess, by a controlled blind trial, the value of 
certain long-term antibiotic regimes to the patient with 
severe bronchiectasis. The symptoms of cough, expectora- 
tion, and haemoptyses are interrelated and reflect the state 
of the bronchial tree. From this standpoint it is clear that 
oxytetracycline was more effective than was oral penicillin. 
The lessening of general disability was much more pro- 
nounced than that observed in the other two groups. In 
particular, the reduction by nearly half of the purulent 
fraction of the sputum was achieved on the average within 
two weeks, and this change was maintained over the whole 
year. In the lactose group there was some improvement, 
but of a degree which could be expected to follow more 
regular postural drainage. The penicillin group fared a 
little better, but some of these changes probably reflected 
the general benefit observed in the lactose group. In all 
groups there was some indication that the symptoms fluc- 
tuated with climatic changes. 

During the period of treatment the patients receiving 
oxytetracycline suffered less severe interference with their 
lives. The number of days on which patients in this group 
were confined to bed was less than half the total for those 
receiving penicillin and only a little over a quarter that for 
the lactose group. The number of days off work was also 
substantially less in the oxytetracycline group. On the 
whole the results by the different methods of assessment 
are consistent in indicating a definite benefit from the oxy- 
tetracycline regime and a probable, but lesser, benefit from 
oral penicillin. Nevertheless, even in the oxytetracycline 
group the effect was not dramatic. It is possible that 
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improvement was limited more by the irreversible changes 
of bronchitis and emphysema than by failure of the drug 
to eliminate particular infecting organisms. 

It is significant that no serious toxic effect was recorded 
and that only two patients were unable to continue the 
trial, It may be concluded that the oxytetracycline regime 
used is both beneficial in severe cases of bronchiectasis and 
also safe. It is, however, expensive. A year’s treatment 
on the lines indicated would cost, at the time of writing, at 
least £60 per patient for oxytetracycline. In regard to the 
overall problem, it is clear that the response obtained and 
expense entailed do not justify the widespread use of long- 
term oxytetracycline therapy in most patients with bronchi- 
ectasis, For the relatively few advanced cases it does offer 
a measure of relief not apparently attainable by oral peni- 
cillin in the doses used. The characteristic symptoms of 
bronchiectasis can be modified and the natural history of 
the disease influenced whilst oxytetracycline therapy is main- 
tained, but there is no indication that such improvement 
as may be achieved is permanent, and relapse is almost 
certain after treatment is stopped. 


Summary 


In a controlled trial at seven centres 122 patients with 
bronchiectasis were allocated at random to one of three 
treatments—38 to penicillin, 44 to oxytetracycline, and 
40 to lactose. The drugs were provided as indistinguish- 
able 0.25-g. capsules, two of which were given four times 
a day on two days each week for a period of a year. 
Regular visits were paid to the out-patient departments 
throughout this period, at which measurements were 
made of the volume of a 24-hour sputum specimen and 
of the severity of cough, dyspnoea, haemoptysis, and 
disability since the previous visit. 

The three treatment groups were similar in their age 
distribution, the history of previous respiratory illnesses, 
and the extent of involvement as determined by a recent 
bronchogram. During the year’s observations three 
deaths occurred—one in each treatment group. Two 
patients—one on penicillin and one on oxytetracycline— 
could not tolerate the capsules and stopped treatment. 
Four patients—two on oxytetracycline and two on 
lactose—defaulted before six months’ treatment had been 
completed. One patient given lactose who died sub- 
sequent to the year’s observation was found to have had 
fibrocystic disease of the pancreas and was excluded 
from the analysis 

The records of the remaining 112 patients, 36 on 
penicillin, 40 on oxytetracycline, and 36 on lactose, were 
examined to compare the response to the treatments. 
Each group showed a reduction in sputum volume, 
greater for the pus than for the mucus fraction, during 
the year. The reduction in the oxytetracycline group was 
rapid, and for pus to about half the pre-treatment level. 
The reduction in the penicillin and lactose groups was 
slower, and to about 70% of the original level in each. 
There was some reduction in each treatment group in 
the severity of cough and dyspnoea and in the number 
of episodes of haemoptysis, with a slight advantage 
shown by those taking oxytetracycline. A more pro- 
nounced effect in the oxytetracycline group was observed 
in the reduction of disability expressed by the number of 
days off work, in the episodes of fever, and in the num- 
ber of days confined to bed. No serious toxic effects 
were observed in any group. Although in general oxy- 
tetracycline was beneficial and was more effective than 
oral penicillin, the limited effect of long-term therapy, 
having regard to its cost, would not justify its widespread 
use in most patients with bronchiectasis. 


Those taking part in the trial were: Chester: Dr. A. C. C. 
Hughes (clinician). Edinburgh: Professor J. W. Crofton and 
Dr. A. R. Somner (clinicians), Glasgow: Drs. T. Anderson, 
A. W. Lees, and G. Allan (clinicians); Dr. J. B. Landsman (bac- 
teriologist). Leeds: Drs. M. Telling and G. N. Chandler 
(clinicians). Liverpool: Drs. W. S. Sutton and G. Penrhyn Jones 
(clinicians); Dr. F. Whitwell (pathologist). Newcastle: Dr. 
A. G. Ogilvie (clinician). Sheffield: Drs. C. S. Darke and J. E. 
Middleton (clinicians); Drs. E. H. Gillespie and J. E. M. White- 
head (bacteriologists). 

The Subcommuttee wishes to express its thanks to those sur- 
geons who allowed their patients to be included in the trial. It 
is indebted to Messrs. Glaxo (Dr. T. Binns) for the supply of 
penicillin and to Messrs. Pfizer (Dr. G. Hobby) for the supply of 
oxytetracycline. Dr. Binns made special studies of the stability 
of the encapsulated penicillin. The Subcommittee is especially 
indebted to Dr. Robert Hodgkinson, of Messrs. Parke Davis & 
Co., for providing special capsules and for encapsulating all the 
drugs used. 
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The pathogenesis of chronic bronchitis involves several 
factors, one of which is believed to be infection (May, 
1953a, 1953b ; Oswald and Medvei, 1955). 

During 1955 in the City of Leeds (population 508,000) 
67 persons died of pulmonary tuberculosis, 270 from 
carcinoma of the lung, and 463 from the effects of 
bronchitis. The actual incidence of bronchitis in the 
population is difficult to determine, but Goodman er al. 
(1953) have shown that chronic respiratory disease is an 
important cause of disability, and accounts for more 
unemployment than any other physical condition. Simi- 
larly, Stuart-Harris (1954) reported finding cough and 
sputum in 55% of men aged 50-40 in an industrial 
population, whilst Higgins er al. (1956) estimated that 
10% of non-miners in the mining community they in- 
vestigated had bronchitis. Stocks (1947) has drawn 
attention to the inverse relationship that exists between 
hours of sunshine and deaths from bronchitis. 

It is therefore of some importance to assess critically 
the value of any treatment of this common disease, parti- 
cularly in relation to the control of the infective element. 
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Several workers in this country have already reported 
their experiences with the tetracycline group of drugs 
(Helm et al., 1954, 1956 ; May and Oswald, 1956). In 
the main these trials have been conducted without 
adequate controls. 

We report here the results of an investigation into 
certain bacteriological aspects of the infective factor in 
chronic bronchitis, and of a controlled therapeutic trial, 
using oxytetracycline alone or in combination with other 
measures. 

Pre-treatment Bacteriology 


Single sputum specimens from patients with chronic 
bronchitis attending the Leeds Chest Clinic for the first time 
were examined bacteriologically during the period October, 
1954, to June, 1956. An early morning specimen was 
examined within a few hours of collection, and was classi- 
fied as either purulent or mucoid. Smears of each specimen 
were stained by Gram and Leishman methods. The 
presence or absence of Gram-negative cocco-bacilli and 
other bacteria was noted, together with an estimate of the 
approximate number of pus cells and of eosinophils per 
oil-immersion field. Each specimen was cultured on fresh 
blood and heated blood (chocolate) agar. A simple inocu- 
lation technique previously described (Allison ef al., 1943 ; 
Allibone ef al., 1956) was employed. The cultures were 
examined after 24 and 48 hours’ incubation. 


Results 


Sputum specimens from 320 consecutive patients were 
investigated, of which 61 were examined in the winter 
months of 1954-5, 169 during the winter of 1955-6, and 90 
in the spring and summer months of the two years 1954-6. 
Of these sputa, 156 were purulent and 164 mucoid. Micro- 
scopical examination for pus cells mostly confirmed these 
findings. Mucoid specimens contained up to 10 pus cells 
per oil-immersion field, whilst frankly purulent sputa 
showed 50 or more neutrophils per field. In the whole 
series examined eosinophils were rarely found. Table I 
shows the incidence of the five commonly accepted 
“ potential pathogens " (May, 1954) in purulent as compared 
with mucoid sputa. 

H. influenzae and the pneumococcus were most commonly 
found. H. influenzae was most frequent in purulent sputa 
(60-70%). In mucoid sputa, however, the incidence was 
reduced to about half of that in purulent sputa. In contrast 
the*® incidence of the pneumococcus was constant in both 
purulent and mucoid sputa (30-40%). 

In 93 of the 102 purulent sputa containing H. influenzae, 
this micro-organism was predominant or present in equal 
numbers with one or two of the other “ potential pathogens.” 
In these 93 sputa (59.7% of the total) H. influenzae was 
present alone in 35, whilst in 48 one other “ potential 
pathogen ” was isolated, and in 10 H. influenzae was found 


Taste 1—Incidence of the Five 


with two other “ potential pathogens.” In no specimens 
were more than three “ potential pathogens " found together. 
Of the 158 specimens yielding H. influenzae in culture, 
this organism was recognized microscopically in direct 
sputum smears in 129 (81.6%). Such Gram-stained films 
were of little value in forecasting the presence of pneumo- 
cocci, since they cannot readily be distinguished from other 
Gram-positive cocci unless capsulation is present. 


Therapeutic Trial 

The marked predominance of H. influenzae and pneumo- 
cocci in the sputa examined seemed sufficient reason for 
taking into account only these two micro-organisms when 
assessing bacteriologically the effect of treatment. In plan- 
ning the trial the assumption was made that either 
H. influenzae or the pneumococcus or both were pathogenic 
in chronic bronchitis. 

Zinnemann (1950) showed that a number of sulphon- 
amides effectively inhibited H. influenzae in vitro, and that 
chloramphenicol was the most effective oral antibiotic, closely 
followed by oxytetracycline (Zinnemann, 1953). 

The purpose of the investigation was to determine the 
value of an oral antibiotic in chronic bronchitis when given 
continuously during the six winter months of 1955-6, follow- 
ing a pilot trial which had been carried out during the 
winter of 1954-5. In view of the reported risk of marrow 
aplasia following prolonged chloramphenicol therapy, 
oxytetracycline was selected as the drug of choice in a 
controlled clinical trial, and we also planned to assess the 
value of a sulphonamide. In addition, an autogenous 
H. influenzae vaccine was used in an attempt to overcome 
any allergy to H. influenzae that might play a part in the 
disease. Lastly it was planned to determine whether the 
effect of the antibiotic could be enhanced by either one or 
both of these substances. 


Methods and Materials 


The criteria for diagnosis and entry to the clinical trial 
were that the patients should be over 20 years of age, 
should have cough, sputum, shortness of breath for more than 
a year and some degree of disability arising therefrom, and 
that there should be no evidence of other causes for these 
symptoms. Since an autogenous H. influenzae vaccine was 
to be used, it was necessary that that organism should 
have been recovered from the sputum before acceptance. 
The nature of the trial was explained to the patients, and 
their agreement to take part was obtained. As a result 
66 consecutive patients who fulfilled these criteria were 
admitted to the trial between September and November, 
1955. There were 57 males and 9 females, aged from 28 
to 71, who were all treated as out-patients. 

The age and sex distribution of the patients admitted to the 
trial, and of those who completed the course and were avail- 
able for analysis, are shown in Table II. More than half the 


“ Potential Pathogens” Found in the Sputa of 320 Consecutive Chronic Bronchitics 
_ Examined from October, 1954, to June, 1956 


Oct.-Mar Oct.-Mar. Apr.-Sept., 1955 Whole Period Oct., 
Organism Type of 1954-5 tod 1955-6 Apr.—June, 1956 June, 1956 
No. % No. % No. No. % 
Purulent 18 25 72 $3/87 61 31/44 70-4 102/156 65-4 
H. influenzae {| Mucoid 15/36 41-6 27/82 g 32-9 14/46 30-4 56/164 41 
Purutent 10°25 40 30/87 34-5 22/44 50 62/156 39-7 
Pneumococcus V Mucoid 14.36 38-9 26/82 31-7 25/46 54-3 65/164 39-6 
By 3 Purulent 4/25 16 11/87 12-8 3/44 68 18/156 11-5 
Priedlinder's bacillus {| Mucoid 4/36 1b 11/82 13-9 1/46 21 16/164 9-75 
BHaemolytic strepto- f| Purulent $/25 20 21/87 24-1 44 9 30/156 19-25 
cocci 1} Mucoid 9/36 25 20/82 24-4 2/46 42 31/164 18-9 
Purulent 1/25 4 9.87 10-4 4/44 9 14/156 8-9 
Staph. aureus {i Mucoid | 0/36 0 1/82 | 1-2 1/46 21 2/164 1-2 


Note. The criteria used for the. recognition of H infeonane and the pneumococcus were: 
H influenzae Usually poor growth on fresh blood agar, /uxuriant growth on chocolate agar; characteristic (indole) odour of cultures and greyish-green 


colour of colonies on chocolate agar (Allison er a/., 1943); microscopical appearance; confirmation by 


V requirements when nec 


essary. 
Pneumococcus: Intense yellow discoloration of chocolate agar after 24 hours’ incubation ; e-haemolysis and typical colonia! appearance on fresh bloud 
agar; confirmation by vile-solubility test when necessary. No typing undertaken. 
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Taste Il. - and Sex Incidence of Patients Admitted to the 
Trial and of Those who C ompleted it 


| Defaulted 
Age 
M|F|M | F 

$1-60 22 i — 
61 over 19 — 3 = 


Taste IIl.—Clinical Features of Patients Admitted to the Trial 
and of Those Who Completed It 


No. of Patients No. who 
Admitted to Trial} Completed Trial 
| Males | Females} Males | Females 
Duration of symptoms: 
Less than 5 years in adult life 10 1 8 1 
13 1 10 1 
11-15 15 2 10 2 
6 1 5 
Over 20 , il 
Continued since Childhood 2 4 — 4 
Mode of onset: 
Sudden following: 
Acute bronchitis 7 3 4 3 
Pneumonia 9 1 8 1 
Other respiratory infections a — a — 
Continued from childhood | , 3 5 3 5 
Degree of disability on aeuaions 
Severe disability sil 6 i a 1 
Moderate ,, 39 a 3 a 
Mild 12 a 9 


patients said their symptoms had been present for longer 
than 10 years, but proportionately more females reported 
their continuous persistence from childhood into adult 
life (see Table IID). The mode of onset of bronchitis is also 
shown in Table III, where it will be seen that about 36% 
of the patients clearly dated the start of their symptoms from 
an acute respiratory episode, whilst about 12% claimed that 
their symptoms originated from a respiratory catarrhal 
illness in childhood. In the remaining patients the beginning 
of their symptoms was indefinite and apparently insidious 
in origin. The degree of disability arising from the 
bronchitis at the time of admission to the trial is shown in 
Table IIL, and was assessed according to the severity of the 
symptoms, their effects on the patient's livelihood and earn- 
ing capacity, and on the frequency and duration of acute 
exacerbations of pulmonary infection. 

Organization—The proprietary preparations “ terramycin- 
SF” capsules and “sulphatriad” tablets were used, and 
will subsequently be referred to as oxytetracycline and a 
sulphonamide respectively. The individual autogenous 
H. influenzae vaccines under test were prepared by two of 
us. Dummy capsules and tablets and a non-specific E. coli 
vaccine were also used. The two. bacteriologists in the 
team, who were unaware of the clinical findings, allotted 
the patients to the treatment groups by random selection 
after balancing for age and sex. They marked the vaccine 
with the patient’s name only, and the drugs were issued in 
containers labelled with a code letter, so that neither the 
patients nor the clinicians knew what treatment was being 
given. Thus all patients were receiving a brown capsule, 
a white tablet, and a vaccine, without any difference in 
appearance between the active substances or their dummy 
controls. There were therefore eight possible different treat- 
ment groups. 

Treatment Regimes.—Each patient started treatment with 
1.5 g. daily of oxytetracycline or its control, with 1.5 g. of 
sulphonamide or its control, given in divided doses. This 
dose was maintained until the sputum became mucoid, 
when it was reduced to 1 g. daily of each. Further dosage 
was adjusted on clinical grounds to complete six months’ 
therapy. The vaccine was given at weekly out-patient 
attendances, starting with a dose of 100 million bacilli and 
increasing to a maximum of 2,000 million organisms, which 


was maintained for the rest of the six months’ course of 
treatment. All the patients were taught breathing exercises 
and encouraged to practise them regularly. 


Periodic Reviews.—Every patient was observed for a 
period following admission to the trial before therapy 
was started, in order to establish a baseline. Each patient 
was issued with a calibrated sputum measure and a chart 
on which to record each day the 24-hour volume of sputum 
and its colour, the onset and duration of head colds and 
when they went to the chest, the time lost from work by 
going to bed as a result of chest infections, and the number 
of tablets and capsules taken each day, with details of any 
upset due to the treatment. The patients were seen every 
month, when their diaries were scrutinized, their sputum was 
inspected for purulence, and a fresh sputum specimen was 
collected for bacteriological examination. In addition a 
record was made of the results of a series of special investi- 
gations consisting of body weight, full blood count, E.S.R., 
vital capacity, chest expansion, and an x-ray film of the 
chest taken synchronously by double exposure in full in- 
spiration and full expiration. 


Method of Assessment 


The final assessment was made according to both the 
patient’s monthly charts and the physicians’ monthly 
records. The same questions were asked at each visit. 
Marks were accorded under the following main headings: 


1. Sputum.—i) Changes of 24-hour volume. (ii) Changes of 
purulence using the scale: 0 (clear), + (cloudy), ++ (yellow), 
(green). 

2. Respiratory Disability—i) Changes in degree of dyspnoea, 
according to a scale adapted from Sinclair (1955). Grade 0: 
Normal; capable of heavy work. Grade 1: Breathless on walk- 
ing one mile or more on the flat; moderate work. Grade 2: 
Breathless on walking 400 yards to one mile on the flat; moder- 
ate or light work. Grade 3: Breathless on walking less than 
400 yards on the flat; light or sedentary work. Grade 4: Breath- 
less on the slightest exertion; unable to work but can potter 
about. (ii) Degree of wheezing. which, in the absence of any 
o>jective means of measurement, was assessed on clinical grounds 
and recorded as nil. slight, moderate, or severe. 

3. Physical Disability i) Change in frequency and duration 
of head colds, (ii) Change in frequency and severity of acute 
chest exacerbations. (iii) Variations in time lost from work or 
time spent in bed according to experience in previous years ob- 
tained at entry to the trial. 

4. General Health.—{i) The patient's own assessment, month 
by month and at the end of trial, whether any benefit derived 
had been marked, moderate, slight, or nil, or whether there had 
been deterioration. (ii) The results of the special investigations 
carried out monthly. (iii) The clinicians’ assessment of progress 
during and at the end of the trial. All patients at their last atten- 
dance were seen by one of us for their final assessment. Pro- 
gress was recorded as marked, moderate, slight, or no improve- 
ment. 

5. Bacteriology.—Rough estimates of the number of viable 
organisms present in the sputum were made according to whether 
growth of H. influenzae and/or pneumococci was predominant, 
moderate, sparse, or nil. The bacteriological results were then 
assessed by comparing the monthly alteration with the pre- 
treatment level in the sputum of (a) the presence of H. influenzae 
alone, (6) the presence of both H. influenzae and the pneumo- 
coccus 


Any change in these factors was then recorded using 
a simple marking system, one point being awarded for one 
degree of change. two points for two degrees, etc. These 
marks were entered as plus or minus according to whether 
improvement or deterioration had taken place. In this way 
an objective method of summing up all the different factors 
was achieved. 


Results of Treatment 


Of the 66 patients who entered the trial, two died—one 
from congestive heart failure in the second month and one 
from coronary thrombosis after two months’ treatment. 
Three patients failed to attend after their first visit, three 
others defaulted after the first review, two after the second, 


“ Other 
Died | Other Completed 
M{FiM/Fi[M|F 
| 
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and one in the fourth month. One patient did not start 
treatment until late in the winter, and so did not complete 
the six-months course in time with the other patients. 
These patients were all excluded from the final assessment. 
Another patient's monthly sputum cultures were persistently 
overgrown with Proteus vulgaris, thus preventing full 
bacteriological analysis, and, although the clinical assessment 
had been made, he also has been excluded from the final 
results. The results of the trial, therefore, are based on the 
remaining 53 patients who completed the full course of 
treatment. Amongst these 53 it was found that the eight 
treatment groups were reasonably well balanced for age. 
sex, duration of symptoms, purulence and volume of sputum, 
and degree of disability. 

In the regime used by us most patients taking active drugs 
were maintained after the first month's treatment on 0.5 g. 
or less of oxytetracycline and/or sulphonamide twice daily. 
Toxic effects from this dosage were not a serious problem, 
and it was not necessary to withdraw any patients from the 
trial for this reason. 

The special investigations carried out monthly did not 
seem to show any significant alterations, nor did they appear 
to be related to the progress or deterioration of the patient ; 
they have accordingly been ignored in the final assessment. 

Clinical and bacteriological assessments were carried out 
on the marking system under the main headings as already 


Taste 1V.—Number of Patients Clinically Improved According to 
Common Factor in Treatment 


No Mean 
Common Treatment Factor Improved Real tage 
Change (Improvement 

not on 7 17 24-5 
on sulphonamide 17 9 4246 
noton = il 16 30-6 
Patients on autogenous vaccine 12 16 35-2 
noton ,, 16 9 38.0 


Note.—All patients with marks above the median percen © level of 
improvement of the whole series (37°,) are shown as “ impro 


Tastes V.—Number of Patients Clinically Improved on Each 
reatment Regime 


Group Treatment Regime Improved y ty 
Oxy yclii h de, and 7 1 
2 su!phonamide 2 
3 and vaccine a 4 
4 alone 5 1 
5 Sulph ide and i 5 
6 °° alone 4 1 
7 Vaccine alone f 0 6 
8 No treatment 2 5 


Note.—All patients with marks above the median percent level of 
improvement of the whole series (37%) are shown as “ improved.” 
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described, and the final figures expressed as percentages of 
the total marks possible. From a scattergraph the median 
percentage level of improvement of all 53 patients was 
obtained and found to be 37%. Only those patients with 
marks in excess of this median level were regarded as 
clinically improved. Table IV shows the number of patients 
improved clinically when one common drug factor in treat- 
ment is considered. Similarly Table V shows the number 
of patients clinically improved in each of the eight different 
treatment regimes. From these tables it appears that the 
results following oxytetracycline therapy are better than 
those achieved with a sulphonamide, whilst the autogenous 
vaccine has little, if any, clinical effect. 


Statistical Analysis 

The method of marking used by us permitted the re- 
sults to be analysed statistically. The mean percentage 
improvement of the patients receiving any of the three thera- 
peutic substances was determined and compared with the 
mean percentage improvement of their respective control 
groups. Thus, all patients receiving one substance were 
compared with those not receiving it, and these comparisons 
are shown in Table IV. The value of t was calculated and 
the probability determined. This is shown in Table VI, 
which confirms beyond doubt the clinical value of 
oxytetracycline in the treatment of chronic bronchitis and 
suggests that a sulphonamide is not without effect, whilst, 
if additional proof is required, an autogenous H. influenzae 
vaccine is ineffective. Further, it will be seen that there is 
no correlation between the bacteriological and clinical 
assessments. Moreover, with one exception, the difference 
between the mean percentage bacteriological improvement 
due to the common treatment factors and their controls is 
negligible. 

All patients receiving autogenous vaccines can therefore 
be included in the corresponding treatment groups without 
further regard to this factor. In this way three treatment 
groups can be derived from Table V by combining groups 
1 with 2, 3 with 4, and 5 with 6, while groups 7 and 8 can 
be regarded as one untreated control group. By so doing a 
sufficiently large number of patients can be obtained for a 
further similar analysis by comparing the effects of oxytetra- 
cycline alone, of a sulphonamide alone, and of these two 
drugs combined, with the untreated control group, and with 
each other. The results of this analysis are shown in Table 
VII, where the clinical efficacy of oxytetracycline is again 
confirmed. However, no significant difference between the 
results following sulphonamide therapy and those of the 
control group is now evident. The discrepancy between the 
P value for sulphonamide in Table VII and that in Table 
VI may be due to the inclusion within the sulphonamide 
series of Table VI of some patients also receiving 
oxytetracycline. 


Taste VI.—Statistical Significance of Mean Percentage Improvement According to Common Treatment Factor 


Bacteriologica! Assessment 
Clinical Assessment 
Common H. influenzae H. inf and Pn 
Treatment 
Pactor Mean Difference Mean Difference Mean Difference 

Percentage | from Control P Percentage | from Control P Percentage | from Control P 

Improvement | ane Improvement Mean Improvement Mean 
Ovxytetracycline .. 464 <0-001 53-5 - 446 21-3 (214-4) 
Suiphonamide... 426 > 0-01 < 0-02 59-5 1-5 38-2 49(+12-6) 
Autogenous vaccine 35-2 —2 - 57-5 33-6 09 


Taste VII.—Statistical Significance of Mean Percentage Clinical Improvement of Patients on Various Treatment Regimes 


Groups M Difference from Difference from Difference from 

from me rou a ean can 

Table V) - Improvement of Table V) (30-9) (41-3) 

and 2 — ~~ - 51-2 32-0 (+ 5-5) <0-001 20-3 (47-9) 0-01 9-9 (+66) 

sulphonami 
Oxytetracycline .. 413 22:1(464 < 0-001 10-4 (48-5) 
6 |Sulphonamide 30-9 11-7 (47-7) 
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Table VII shows a trend suggesting that a sulphonamide 
has some effect in chronic bronchitis, that oxytetracycline is 
more effective, and that the combination of these two drugs 
is more effective still than either alone. 


Discussion 


It is generally accepted that infection plays a part in 
the pathogenesis of chronic bronchitis (Lancet, 1954) and is 
associated with relapse or exacerbation (Lancet, 1955). It 
has also been assumed that purulent sputum is indicative of 
infection within the bronchial tree, although May (1954) 
has reported that in some the “ purulence” of the sputum 
is due to eosinophils. The two most commonly implicated 
organisms in chronic bronchitis are H. influenzae and the 
pneumococcus (Mulder ef al., 1952; May, 1953a, 1953b, 
1954 ; Stuart-Harris et al., 1953 ; Elmes et al., 1953 ; Knox 
et al., 1955 ; Helm et al., 1954, 1956). Both Mulder (1938, 
1956) and May (1954) report predominance of H. influenzae 
in about 80-90% of their cases with purulent sputum, whilst 
in bronchitis with mucoid sputum May (1954) has reported 
finding 13% with H. influenzae and about the same number 
with pneumococci in first sputum specimens. Helm ef al. 
(1954) go further and state: “ The fact that the presence or 
absence of pathogenic bacteria, especially H. imflucnzae, 
closely paralleled the purulence of the sputum is strong 
evidence that these are indeed the pathogens in the infections 
studied.” 

Although it is confirmed by us that in untreated bronchitic 
patients the incidence of H. influenzae varies considerably 
with the purulence of the sputum, we observed an incidence 
of 60-70% in purulent and 30-40% in mucoid specimens. 
On the other hand, that of the pneumococcus was constant 
irrespective of the degree of purulence. These results are 
based on cultural studies, but it is possible to detect 
H. influenzae microscopically in Gram-stained films in about 
80% of specimens yielding the organism on culture. This 
examination should, in our view, be regarded as no more 
than complementary to cultural methods. 

We are in general agreement with most other workers that 
epidemiologically H. influenzae and the pneumococcus are 
the commonest organisms found in chronic bronchitis. 
However, during the course of the investigation and at the 
end of the trial no significant change in the bacterial flora 
was noted in spite of changes in the clinical picture. It 
would appear that although the infection with H. influenzae 
or the pneumococcus was not eradicated, clinical improve- 
ment with loss of purulence in the sputum was obtained 
by the use of antibacterial agents. The persistence of 
H. influenzae in the sputum, in spite of more or less marked 
clinical improvement during treatment with one of the 
tetracyclines, is also evident in the reports of Elmes ef al. 
(1953) and Helm et al. (1956). 

It therefore remains to consider this discrepancy. It may 
be that the value of the antibacterial drugs lies in the pre- 
vention of superinfection of the bronchial tree from an in- 
fected upper respiratory tract, rather than by direct action 
upon the established bacterial flora of the bronchi. That 
this may be so can be inferred from the effect of oxytetra- 
cycline on the incidence of H. influenzae together with the 
pneumococcus, as shown in Table VI, where the difference 
in the mean percentage improvement from the mean of the 
control is far greater than any of the other differences in 
the bacteriological assessment. It may also be that the 
dosages employed were too small to effect complete elimina- 
tion of the “potentially pathogenic” bacteria from the 
bronchial tree. If, however, much larger doses had been 
given, the side-effects would probably have interfered 
seriously with the working capacity of out-patients. 
Furthermore, a monthly bacteriological examination of the 
sputum of bronchitic patients is not necessarily representa- 
tive of its usual day-to-day flora. 

The assumption that the maintenance of the symptom 
complex of chronic bronchitis is due to H. influenzae or 
the pneumoccoccus has not, therefore, been confirmed or 
disproved under the conditions of this trial. Of the treat- 


ment regimes tested, oxytetracycline stood out as an effective 
single therapeutic agent, and it appeared that its clinical 
action was enhanced by the addition of sulphonamide, The 
latter by itself was not entirely without effect, whereas the 
autogenous H. influenzae vaccine was apparently quite 
valueless. 

It has been remarked how on occasion it is difficult to 
demonstrate the findings in a clinical trial so that the factual 
presentation of the overall results reflects the dramatic 
improvement brought about in some patients (May and 
Oswald, 1956). We have devised a simple system of assess- 
ment, adding or subtracting marks for improvement or 
deterioration, as compared with the patient's pre-treatment 
condition, and the figures obtained can be analysed statisti- 
cally. By this method we have shown that our results 
following treatment with oxytetracycline are highly 
significant. 

One of the main criticisms levelled at long-term therapy 
with the tetracycline group of drugs is that of expense, We 
are in general agreement with May and Oswald (1956) that 
the cost to the National Health Service of about £45 for six 
months’ treatment—or 23s. a week per patient in our regime 
reported here—can be an economy if it will reduce the 
drain on national resources in other directions. Such a drain 
may derive from the payment of National Insurance benefit 
or from the use of a hospital bed for two weeks or more 
each winter. Additionally, loss of productivity to the com- 
munity and of earning capacity to the patient himself may 
well be prevented. The second criticism is that drug- 
resistant organisms may be produced and spread. In the 
few observations on the’ development of resistance to oxy- 
tetracycline of H. influenzae that it was possible to make at 
the beginning and the end of this trial, either no increase 
in resistance to oxytetracycline or, at most, only a four- 
fold increase was found. Similarly, the emergence of 
oxytetracycline-resistant coagulase-positive staphylococci in 
the sputum did not constitute a major problem. 


Summary 


A controlled trial employing a double biind technique 
with continuous therapy for six months in 53 patients 
with chronic bronchitis using oxytetracycline, a sulphon- 
amide, and an autogenous H. influenzae vaccine is 
reported. 

Continuous administration of oxytetracycline is shown 
to be an effective measure in the treatment of chronic 
bronchitis. The improvement arising therefrom is con- 
siderable, and the results are enhanced by the addition 
of a sulphonamide. 

The use of a sulphonamide alone is of little clinical 
value, whilst an autogenous H. influenzae vaccine as 
employed by us is apparently valueless and has no place 
in the management of chronic bronchitis. 

A method of assessment is described for factual 
demonstration of the degree of clinical improvement 
found in therapeutic trials where objective methods of 
measurement are few or difficult to achieve. 

In pre-treatment sputum specimens H. influenzae is 
present, with pneumococci, as the predominant “ poten- 
tial pathogen ” in chronic bronchitis. The incidence of 
H. influenzae is twice as great in purulent as in mucoid 
sputa, whilst that of the pneumococcus is unrelated to 
sputum purulence. No significant change could be 
detected in the “ potentially pathogenic ” flora of bron- 
chitic sputa, following clinically effective antibacterial 
drug treatment. 

Some possible reasons for this discrepancy are dis- 
cussed. 


We are indebted to Dr. Edith Robinson and Dr. B. L. Welch. 
both of the University of Leeds, for advice on the statistical 
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analysis, and to Dr. D. J. Charley for access to some of his 
patients. We are grateful to Messrs. Pfizer Ltd. for the generous 
supplies of terramycin-SF and the appropriate dummy capsules, 
and to Messrs. May and Baker Ltd. for providing the sulphatriad 
tablets, together with their controls. 
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THROMBOSIS OF INTERNAL CAROTID 
ARTERY TREATED BY ARTERIAL 
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Occlusion of the internal carotid artery is now recog- 
nized as one of the more common causes of cerebro- 
vascular disease (Adams and Vander Eecken, 1953; 
Fisher, 1954). The occlusion is almost invariably due to 
atherosclerosis, and the arterial lesion is similar to 
atherosclerotic occlusions in other major arteries of the 
body. Many such occlusions of the aorta and peripheral 
arteries have been effectively treated by surgical opera- 
tions designed to restore a normal blood flow. This paper 
describes the application of these surgical procedures to 
atherosclerotic occlusions involving the cervical portions 
of the carotid arteries. Particular attention is paid to 
the technical feasibility, operative risk, and early post- 
operative course of carotid surgery. A detailed clinical 
evaluation of the long-term prognosis after surgery will 
be the subject of a later article. 


Pathogenesis 

Occlusion of the internal carotid artery usually begins 
with the formation of an atheromatous plaque just distal to 
the bifurcation of the common carotid artery. As the plaque 
enlarges, the arterial lumen is narrowed and the blood flow 
is reduced. This narrowing of the lumen may be increased 
by haemorrhage under the plaque or by the formation of a 
mural thrombus. Fragments of clot may break away and 
form cerebral emboli, or the thrombus may extend and 
completely occlude the vessel. The end-result of these 
various processes is to decrease or abolish the blood flow 
through the affected vessel. This deficit in flow causes 
symptoms of cerebral ischaemia if (1) the cerebral collateral 


circulation is inadequate, (2) there is a fall in systemic blood 
pressure, or (3) the patient becomes anaemic or anoxic. 
Whether some of these processes also interfere with the 
cerebral circulation by producing intracerebral vasospasm 
has been a matter of dispute for many years. 

Three points are worth emphasizing. First, the colla- 
teral circulation is of paramount importance in determining 
the clinical effect of any carotid occlusion. Second, a 
partial occlusion can produce symptoms indistinguishable 
from a complete occlusion if the collateral circulation is 
inadequate. Third, the unpredictable nature of these patho- 
logical processes leads to great variation in the clinical 
course of the disease. 


Clinical Features 


Like atherosclerotic occlusions of other vessels, occlusions 
of the internal carotid artery usually occur in patients over 
40 years of age and are much more common in men than 
in women. The commonest symptom is unilateral muscle 
weakness, usually associated with a disturbance of speech 
if the dominant hemisphere is affected. Other frequent com- 
plaints are headache and unilateral sensory disorders, parti- 
culariy hypaesthesia. Transient blindness of the eye on the 
side of the occlusion is a characteristic sign when present, 
and homonymous hemianopsia is occasionally seen. 
Mental or emotional disorders are not uncommon. 

There is considerable variation in the clinical picture, 
and particularly in the mode of onset. Symptoms may be 
mild and intermittent in character, or they may be slowly 
progressive to complete hemiplegia. Occasionally they may 
be sudden, severe, and catastrophic in onset. Some of the 
patients may be entirely asymptomatic, depending on the 
state of the collateral circulation. 

There are no pathognomonic physical findings, although a 
decreased retinal blood pressure on the side of the occlusion 
is most suggestive. This can be measured directly (Thomas 
and Petrohelos, 1953) or indirectly by noting the ease of 
retinal blanching on digital pressure (Denny-Brown, 1951, 
1952). Palpation of the carotid pulsation is an unreliable 
physical sign. 

Carotid angiography is an extremely useful diagnostic 
procedure which yields specific information about the 
patency of the carotid arterial system. In many cases it is 
the only way in which the diagnosis can be made with 
assurance. Although others have emphasized its risk, there 
has been only one mild exacerbation of symptoms in this 
series after arteriography. No other investigative procedures 
have proved of specific value, except by excluding other 
disease. 

For a more detailed exposition of the clinical features of 
initial carotid occlusions the reader is referred elsewhere 
(Hunt, 1914; Johnson and Walker, 1951; Behrman, 1954; 
Shapiro and Peyton, 1954 ; Millikan and Siekert, 1955). 


Risks of Carotid Arterial Surgery 


In discussing the treatment of internal carotid thrombosis 
some authors have emphasized the potential dangers 
associated with direct surgery on the carotid arteries. The 
chief fear has always been that clamping the carotid arteries 
for several minutes might cause ischaemic cerebral necrosis, 
particularly if the cortex had a poor blood supply prior to 
the operation. In the case of a complete internal carotid 
occlusion, clamping the common carotid artery temporarily 
deprives the cortex of the collateral circulation carried by 
the external carotid artery, and in the case of a partial 
occlusion there is the additional loss of whatever flow was 
passing through the internal carotid artery. In addition, the 
resulting vascular stasis is a theoretical opportunity for 
thrombosis to occur. Another potential cause of cerebral 
ischaemia is hypotension due to anaesthetic agents or to 
haemorrhage during the surgical procedure itself. A further 
possible complication is the production of an embolus from 
the operative site, and a final theoretical danger is the pro- 
duction of intracerebral vasospasm secondary to the opera- 
tive trauma. 
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From the experience to date it would seem that many of 

the theoretical complications of carotid surgery should prove 
uncommon in practice provided certain routine prophylactic 
measures are taken. Probably the most important of these 
Prophylactic steps is the use of hypothermia. Lowering the 
body temperature to 28-30° C. has been shown to decrease 
the cerebral metabolism (Bering et al., 1956; Stone ef al. 
1956) and allow longer periods of complete anoxia without 
loss of function than was formerly believed possible. 
_ An obvious point in the prevention of cerebral damage 
is to shorten the arterial operating time as much as possible. 
In practice this means doing the simplest procedure and 
thoroughly checking the readiness of all instruments prior 
to clamping the vessels. Our procedure of choice is a 
thromboendarterectomy (Edwards and Rob, 1956). This was 
the procedure in 12 out of the 15 patients in this series in 
whom a good blood flow was re-established. A localized 
resection and end-to-end anastomosis is the next most desir- 
able procedure (Eastcott ef al., 1954). 

There are some technical points which are also of value 
in preventing complications. Heparin should be injected 
proximal and distal to the clamped-off arterial segment in 
order to decrease any tendency for thrombi to form in the 
areas of vascular stasis. The arterial lumen should be left 
as smooth as possible and should be thoroughly washed out 
with saline to carry away any clots or atheromatous debris. 
Only small stitch “ bites” should be taken in the arterial 
wall, and these should not be pulled too tightly, since large, 
tightly pulled stitches narrow the lumen and produce 
irregularity of the wall. Since the internal carotid artery 
may contain a recent non-adherent thrombus, the dissection 
to free this vessel should be as gentle as possible. It may 
be advisable, on purely theoretical grounds, to strip bare a 
portion of the internal carotid artery in order to interrupt 
vasoconstricting autonomic impulses. It is obvious that 
more than usual care should be taken during and after the 
operation to see that no hypotensive episodes occur. Forty- 
eight hours after operation we place our patients on oral 
anticoagulants and, if possible, continue these for the re- 
mainder of their lives. 

Turning from theoretical possibilities to practical experi- 
ence, there have been two patients with post-operative cere- 
bral complications in this series of 26 carotid explorations. 
One patient (Case 5) developed a post-operative hemiplegia. 
This improved rapidly, but he was left with a detectable 
weakness of the right arm. This was probably the result 
of cerebral ischaemia from clamping the common carotid 
artery for 17 minutes at normal body temperature. Another 


Taste I1—Case Summaries of 27 Patients with Occlusions of the Internal Carotid Artery ae 


patient (Case 9) had a post-operative hypotensive episode 
with an exacerbation of neurological symptoms, with re- 
covery several hours after the blood pressure had been 
restored. It is possible that both of these complications 
might have been prevented, in one case by the use of hypo- 
thermia and in the other by closer attention to the patient's 
blood pressure. 

It should be mentioned that one of our patients (Case 8) 
had a non-cerebral complication consisting of a pre- 
operative cardiac arrest shortly after the start of hypo- 
thermia (temperature 35° C.). Whether this was spon- 
taneous or due to the lowered body temperature is a matter 
of conjecture. Fortunately prompt cardiac massage restored 
the heart beat and there were no sequelae. The surgical 
procedure was then carried out uneventfully at normal body 
temperature. 


Operative Results of Carotid Arterial Surgery 
To date (May, 1957) we have carried out direct arterial 
surgery on 27 patients (22 males, 5 females) with internal 
carotid occlusions. The operative results are given in Table 
I and the important features of each case are summarized in 


Taste I.—O tive Results in 27 Patients with Internal Carotid 
pera 


rtery 
Post-operative Course 
Type of No. of | Fl Temp 
10. Flow 
Ocdusion atients| Estab- Obj. | No Deter- 
ished |A*Y™P*- Ipetter |Change iora- 
io 
Partial thermal 9 9 3 2 3° 1 0 
{= 2 2 1 i i) 
t 
16 4 1 12 2 
Total 27 15 5 1s 2 2 
* One of these patients died at home from a cerebral haemorrhage four 


weeks post-operatively (see text). 


Table Il. Of the 27 patients, 5 are asymptomatic, 4 are able 
to work, 8 are unable to work, 7 are permanent invalids, 
and 3 are dead. 

In brief, the series includes 11 patients with partial 
occlusions and 16 with complete occlusions. All of the 
patients with partial occlusions had definite arterial sur- 
gery carried out with a good blood flow at the end of the 
procedure, There has been no later clinical deterioration 
to indicate subsequent thrombosis in any of these patients. 


Symptoms Surgery 
Case! ASF | Type of Mode of | Motor | Speech | Sensory | Thrombo-|Resection| 4 |Flow Re} Clinical Outcome 
No. Occlusion | Distur- | Distus- Head- | estab- 
Ness” | bance | bance | Defect ache |stomouis | fished 
1 | 66F | Partial | Left Intermittent} Yes Yes No Yes No No Yes No Yes | Asymptomatic 
2 56 M No No es No ” 
wo | Yes | No | | ye | Mo | | | | 
Left es es ” 
Pr} a Sudden Yes No No No Yes Unable to work 
12 | 62 M | Complete] Right | Gradual No Yes | No | Permanen t invalid 
13 M Righ Intermittent Yes No es o 
is 58 M Left Sudden No Ves No Yes Permanent invalid 
° No No Yes | No | Unable to work 
20 ” ” Yes Yes ” No Yes ” 
26 | 53M ” ” Yes No No No eto 
a7 | Sudden » | Ne » | Yes es | Permanent invalid 
Totals .. 26 18 10 13 $s 12 3 12 15 
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Two early post-operative arteriograms (Cases 6 and 21) and 
two re-explorations of the wound (Cases 5 and 7) have 
shown the vessel to be still patent. Six of these 11 patients 
have been either asymptomatic or objectively improved 
post-operatively. Two patients showed no change and the 
remaining two patients had temporary post-operative deteri- 
oration (Cases 5 and 9). One patient died at home four 
weeks post-operatively. Necropsy disclosed a cerebral 
haemorrhage on the side opposite the previous carotid 
occlusion. Both carotids were patent. The patient had 
spontaneously stopped oral anticoagulants three days before 
death, and it seems questionable whether or not anticoagu- 
lant treatment contributed in any way to the haemorrhage. 

Of the 16 patients with complete occlusions, in only 
four were we able to restore the blood flow (Cases 16, 21, 
23, and 27). None of the patients with complete occlusions 
demonstrated improvement which was not consistent with 
the normal progress of the disease. There were two deaths, 
necropsy showing a pulmonary embolus and a myocardial 
infarction as the presumptive causes of death (Cases 13 
and 16). 

It is not possible to analyse statistically such a small series 
of cases, particularly in a disease with as variable a course as 
carotid thrombosis. We believe, however, that there are 
theoretical considerations in favour of direct arterial surgery 
which are supported by a study of the patients in this series. 
The most appealing theoretical advantage of direct arterial 
surgery is the chance to interrupt a pathological chain of 
events which frequently ends in irreversible cerebral damage. 
There is no way to know if the surgically corrected incomplete 
occlusions in this series would otherwise have progressed to 
complete occlusions and severe loss of function. It is un- 
deniable, however, that some of the cases of complete occlu- 
sion with hemiplegia had previous symptomatic partial 
occlusions which were operable before the occlusion became 
complete (Cases 12, 13, 23, and 26). 

Another theoretical advantage of arterial surgery is the 
ability to relieve symptoms of cerebrovascular insufficiency 
by improving the cerebral blood flow. This has definitely 
been borne out in practice (Cases 1 and 2). 

A further theoretical advantage of carotid arterial surgery 
is the ability to improve the cerebral blood flow and provide 
a better collateral circulation should future vascular occlu- 
sions occur elsewhere in the cerebral arterial system. 

Patients with internal carotid thrombosis have been shown 
frequently to have atherosclerotic disease in the other carotid 
artery and in the vertebral arteries (Hutchinson and Yates, 
1957). 


Conclusions 


Direct arterial surgery attempting to restore normal 
blood flow has been the primary method of treatment 
for 27 patients with symptomatic occlusions of the 
internal carotid artery. The ability to restore blood 
flow has been found to depend largely on whether the 
occlusion is partial or complete. In complete occlusions 
blood flow can be re-established only during the short 
time before the clot extends into the cranial cavity. Even 
then, irreversible cortical damage may have occurred 
(Cases 5, 21, and 23). In partial occlusions a good blood 
flow can nearly always be re-established. The risk of 
surgery is not great, only 2 out of 27 patients having any 
post-operative exacerbation of their neurological symp- 
toms. 

At present we feel that the patients most likely to bene- 
fit from surgery are those with incomplete occlusions 
who first come to a doctor because of symptoms of 
cerebrovascular insufficiency. Restoring flow in these 


patients not only frequently relieves the symptoms of 
cerebrovascular insufficiency but may prevent the later 
development of complete thrombosis and irreversible 
cerebral damage. 
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SICKLE-CELL DISEASE: NEW 
METHOD OF TREATMENT 
PRELIMINARY REPORT 
BY 


G. HILKOVITZ, M.B., B.Ch. 
From the Medical Unit, Hospital for Tropical Diseases, 
ndon 


Sickle-cell disease is an inherited malady with a poor 
prognosis. The misshapen erythrocytes are destroyed in 
the body, resulting in a haemolytic anaemia, and they 
adhere to each other to form intravascular thrombi with 
infarctions of various tissues. 

The defect resides in the haemoglobin, which, when 
deprived of its oxygen by the respiring tissues, undergoes 
molecular rearrangement to form long rod-like particles 
with resulting alteration of the erythrocyte contour. 
The only treatment of value is blood transfusion, which 
may be life-saving during ‘a haemolytic crisis. Anti- 
coagulants do not prevent the thrombotic phenomena. 

Sickled cells are not usually seen in blood obtained 
from a patient by venepuncture, because in the process 
of examination the blood becomes re-oxygenated and the 
erythrocytes are restored to their normal shape (Hahn, 
1928). The usual method by which sickled cells are 
demonstrated is that of sealing a drop of blood under 
a coverslip on a slide. The consumption of oxygen in 
such a preparation by the respiring erythrocytes, leuco- 
cytes, and contaminating bacteria results in the reduction 
of the haemoglobin and consequent alteration in the 
shape of the red ceils. 

Tomlinson and Jacob (1945) washed the red cells from 
a patient with sickle-cell disease repeatedly in normal 
saline and then resuspended them in the patient’s plasma. 
They made sealed preparations and demonstrated that 
the red cells failed to sickle. They showed also that the 
addition of zinc acetate or sodium cyanide solutions 
to blood from a patient prevented the occurrence of 
sickling. These substances are known inhibitors of the 
enzyme carbonic anhydrase. These workers concluded 
that they had removed a factor necessary for sickling 
from the erythrocytes by washing, and suggested that 
this factor might be carbonic anhydrase. 
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New Approach to Treatment 

In cases of cyanide poisoning the venous blood remains 
fully oxygenated. Cyanide is a known inhibitor of car- 
bonic anhydrase. It seemed reasonable to assume that use 
might be made of a carbonic anhydrase inhibitor, less toxic 
than cyanide, to control the reduction of haemoglobin in 
sickle-cell disease to a point where the occurrence of sick- 
ling is suppressed. 

A powerful yet relatively non-toxic carbonic anhydrase 
inhibitor is available in acetazolamide (“diamox”™). This 
drug is a valuable diuretic, and its action as such is 
dependent upon its property of suppressing carbonic 
anhydrase activity in the kidney. It was decided to test the 
drug on biood from a patient with sickle-cell disease. 

A negro baby aged 8 months came under the observation 
of the Medical Unit at the Hospital for Tropical Diseases, 
London, on April 1, 1957, because of proved sickle-cell 
disease. Electrophoretic studies had shown the presence 
only of haemoglobin S in the child’s blood, while both 
parents were trait-bearers, as shown by the presence of 
haemoglobins A and § in their blood. The baby was 
anaemic (haemoglobin of 9.1 g. per 100 ml. of blood) and 
febrile, and the liver was palpable two fingerbreadths below 
the right costal margin. The dorsum of the right hand, the 
proximal phalanx of the right ring-finger, and the dorsum of 
the left foot were swollen. X-ray films demonstrated bony 
changes, characteristic of sickle-cell disease, underlying the 
swollen parts. 


Effect of Acetazolamide in Vitro 


First Experiment 

Method.—Acetazolamide was dissolved in sterile normal 
saline solution to give a concentration of 2.5 mg. per 100 
ml. Blood was obtained from the patient by venepuncture. 
It was mixed with 2 mg. of heparin and was allowed to 
become oxygenated by standing in ccntact with air. A 
portion of this blood was used to obtain red cells, which 
were washed five times in a sterile normal saline 
solution by making repeated suspensions of the red cells. 
Five sealed slide preparations were made from each of the 
following: (a) heparinized and oxygenated whole blood ; 
(b) washed red cells suspended in normal saline ; (c) heparin- 
ized oxygenated blood mixed with sterile normal saline 
(one drop of each); and (d) a mixture of one drop of 
heparinized oxygenated blood and one drop of acetazol- 
amide solution. The sealed preparations were incubated for 
24 hours at 37° C. and were then examined, using an oil- 
immersion lens. The sickled cells in 32 fields were counted 
on each slide and selection of fields was avoided by using 
the corresponding portions of each slide. 


Taste I.—Percentages of Sickled Cells in Various Preparations 
of Patient's Blood 


Total No. of of 
Preperation To Counted | Sickled Cells 
Patient's whole blood 2,378 18-7 
Washed cells .. 2,306 5-7 
Blood with normal saline se 2,039 43 
Patient's whole blood with acetazolamide .. 3,067 24 


The results are shown in Table I. The addition of aceta- 
zolamide to whole blood had achieved a statistically signifi- 
cant reduction in the number of sickled cells. Washing the 

es had had the expected effect of reducing the 
number of sickled cells. A considerable reduction was also 
achieved by mixing blood with norma! saline. 


Second Experiment 
Another experiment was therefore designed to observe the 
effect upon sickling of acetazolamide without using normal 
saline either as a control or as a solvent for the drug and 
to eliminate the factor of dilution. 


Method.—First 500 mg. of acetazolamide was dissolved 
in 100 ml. of sterile distilled water. Then 0.01 ml. of this 
solution was added to 1 ml. of heparinized oxygenated blood 
from the patient, giving a concentration of 5 mg. of aceta- 
zolamide per 100 ml. of blood. One drop of this blood 
was used for making a sealed-slide preparation. A sealed- 
slide preparation was also made using one drop of hepari- 
nized oxygenated blood. The two preparations were incu- 
bated at 37° C. for 24 hours and examined under high-power 

In the preparation containing acetazolamide an occasional 
sickled cell was seen, whilst the majority of the erythrocytes 
were sickled in the other preparation. It was concluded 
that a concentration of 5 mg. of acetazolamide per 100 ml. 
of blood is sufficient to inhibit almost entirely the 
phenomenon of sickle-cell formation in vitro. — 


Effect of Acetazolamide on Sickling Phenomenon 

in Vitro in Deoxygenated Blood 

If acetazolamide is effective in suppressing oxygen loss 
from haemoglobin, thereby inhibiting sickle-cell formation, it 
should have no observable effect when mixed with deoxy- 
genated blood. The following experiment was carried out. 

Method.—Blood was obtained from the patient by vene- 
puncture. Sealed preparations were made in triplicate from 
this blood, with and without the addition of acetazolamide, 
before sufficient time had elapsed for the blood to become 
oxygenated. The concentration of acetazolamide used was 
5 mg. per 100 ml. of blood. The preparations were in- 
cubated at 37° C. for 12 hours and then examined under a 
high-power lens. 

Sickle-cell formation was pronounced in all the prepara- 
tions. It is concluded that acetazolamide inhibits sickling 
by preventing oxygen loss from the haemoglobin of the 
erythrocytes. 


Action of Acetazolamide on Sickling Phenomenon 
in Vitro when Administered Orally 


It remained to be observed whether the oral administration 
of the drug had any effect on the sickle-cell test in vitro. 

Method.—A drop of blood was obtained from the patient 
by pricking the skin before the drug was administered. The 
drop of blood was mixed on a slide with 0.06 mg. of 
heparin and allowed to stand in contact with moist air for 
15 minutes. A sealed preparation was then made. A single 
dose of 7 mg. of acetazolamide per kg. body weight was 
administered to the patient orally. Blood was obtained by 
pricking the skin one, three, five, and six hours after admin- 
istration of the drug. Sealed preparations were made from 
these samples of blood by the same techniques as that de- 
scribed for the pre-administration sample. All preparations 
were placed in an incubator at 37° C. as soon as they had 
been made, and each slide was examined at half-hourly 
intervals to observe the time of onset of sickling and the 
time taken for sickling to be completed. 

The results are given in Table II. It is shown that the 
administration of acetazolamide by mouth has a pronounced 
inhibiting effect upon sickle-cell formation in vitro. This 
effect was greatest in blood taken one hour and five hours 


Taste II.—Dela and Inhibi Effect of Orally Administered 


Time when Blood was Taken 


Before administration of drug 
1 hour after administration of drug .. 


Shours ,, 


” ” ” ” 


Interval between Time taken 
from Patient and to Become 2 
Onset of Sickling Complete 
Very few sickled 
cells after 48 
incuba- 
tion 
cells after 48 
hours’ incuba- 
tion 
a 
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after the drug was given, while six hours after administration 
sickle-cell formation proceeded to completion at the pre- 
administration rate. The sample of blood taken three hours 
after the drug was given sickled more slowly than a pre- 
administration sample. 

_ The absence of any demonstrable inhibiting effect upon 
sickle-cell formation six hours after administration corre- 
sponded to the known rate of excretion of the drug (50% 
of the dose is excreted in six hours) (manufacturers’ data). 
The diminished activity of the drug three hours after admini- 
stration is interesting because it occurs between two peaks 
of activity at one hour and five hours after administration. 
It confirms, however, the fact observed by the manufacturers 
that a single dose administered to a dog by mouth results 
in two peaks of concentration within the erythrocytes. This 
is described in the section dealing with the pharmacology of 
acetazolamide. 

These results were confirmed by a second experiment, using 
the same technique but with a reduction in the dose to 2 mg. 
per kg. of body weight. With this small dose there was 
noticeable delay in the onset of sickle-cell formation in 
vitro in blood taken one hour, two hours, four hours, and 
five hours after the drug was administered, and once again 
three hours after administration the inhibiting effect was 
less marked. 


Effect of Orally Administered Acetazolamide on 
Sickling Phenomenon in Vivo 


The occurrence of sickling in a sealed-slide preparation is 
an indirect demonstration of the phenomenon in vivo. 
With a view to discovering what proportion of cells were 
sickled in the venous circulation a further experiment was 
designed. 

Method.—The patient was given by mouth a dose of 2 mg. 
of acetazolamide per kg. body weight. One hour later 
1 ml. of blood was taken by venepuncture from the jugular 
vein into a syringe containing sterile liquid paraffin to pre- 
vent contact of the blood with air. The blood was then 
immediately injected into 2 ml. of 10% formol-saline solu- 
tion under a layer of oil, the object being to fix the red 
cells in their circulating shape. Thin films were made and 
stained with eosin, and the percentage of sickled cells was 
counted under an oil-immersion lens. The patient was then 
given a dose of 7 mg. of acetazolamide per kg. body weight 
and one hour later | ml. of venous blood was obtained 
anaerobically and injected into 10% formol-saline solution 
under oil. Films were made and stained with eosin. 


Taste IlIl.—Decrease in Number of Sickied Cells Following an 
Increased Dose of Acetazolamide 


No. of 
Preparation Cells of Sickled 
Counted Cells 

Films made from blood taken one hour after 2 mg. of 7 

acetazolamide per kg. body weight had been given 

orally | 3,000 
Films made from blood taken one hour after 7 mg. of 

acetazolamide per kg. body weight had been given 

orally . as os ee 3,000 7S 

%. Standard error of difference, 0-75. 
The results are shown in Table III. The number of 


sickled cells present in venous blood after a dose of 7 mg. 
of acetazolamide per kg. body weight was significantly 
smaller than after a dose of 2 mg. per kg. body weight. 


Pharmacology of Acetazolamide 


The structure of the drug is as follows (manufacturers’ 
data) 


The drug inhibits the activity of carbonic anhydrase. Its 
continued administration to man in oral doses of 8 to 16 mg 
per kg. body weight per day results in lowering of the car- 
bonic anhydrase activity of the whole blood to one-third 
of normal value. The drug is remarkably non-toxic and has 
been given to children for periods up to seven months in 
oral doses of 25 
mg. per kg. body 37 ‘ 
weight per day in 1 
the treatment of , 
epilepsy. No toxic 
effects have been 
observed on the 
bone marrow, the 
liver, kidney, or 
the central nervous 
system. The limit- 
ing factor to dosage 
has usually 
been drowsiness 
and a feeling of 
fatigue on the 
larger doses, 

Absorption is 
complete after oral 4 
dosage, since the 
24-hour urinary ex- 
cretion is the same 
as that following 
intravenous ad- 
ministration. The drug is excreted unchanged by the kid- 
ney, 50% of the oral dose being lost via the urine in six 
hours. The plasma and red-cell levels in the dog after 
an oral dose of 20 mg. per kg. body weight are shown in the 
Chart (Fig. 1). 


100 ML. 


=PLASMA LEVELS 
SRED CEL 
CONCENTRATION 


CONCENTRATION IN MG. PER 


+ + + 


HOURS AFTER ADMINISTRATION OF DRUG 
Fic. 1.—Chart showing the two peaks of 


red-cell concentration referred to in the 
text. 


Theory of Action of Acetazolamide in Sickle- 


cell Disease 
Carbonic anhydrase catalyses the reaction: 
H,CO, CO, + H,O 


It is therefore required for the evolution of CO: from tissue 
cells. It is also necessary for the comtination of COs with 
H:O within the red cell to form HxCOs. HsCO; combines 
in the red cell with oxygenated potassium haemoglobin, with 
simultaneous release of oxygen. This reaction may be re- 
presented as follows (Wright, 1952): 


Haem Globin Haem Globin 
NH, | NH.COOH 
Por: Fet*C, | \—»Por: Fe++ |R 
| 
| COOK | OOH 


Oxyhaemoglobin—»Carbaminohaemoglobin 


In other words, when haemoglobin becomes reduced the 
globin molecule gains an H ion in the carboxyl group 
(marked *). This H ion is derived from the HCO; which 
carbonic anhydrase helps to form within the red cell. There- 
fore, interference with carbonic anhydrase activity retards 
the reduction of haemoglobin. 

Following this line of argument, it becomes apparent 
that the bicarbonate shift mechanism is also retarded, 
thereby hindering the plasma buffering mechanism and 
inducing a mild acidosis. 

The COs, tension in the plasma is dependent upon the 
amount of CO, in the plasma (in simple solution). The 
oxygen dissociation curve of haemoglobin is dependent upon 
the plasma CO: tension. If, therefore, the inhibition of 


carbonic anhydrase lowers the plasma CO: tension, it retards 
also the dissociation of Oz from haemoglobin. 
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Simce the occurrence of sickling depends upon the pre- 
sence in the erythrocyte of reduced haemoglobin, a carbonic 
anhydrase inhibitor would tend to suppress sickle-cell 
formation. 

Fig. 2 illustrates the*chemical changes concerned. 


Method.—Three 1-ml. samples of blood were obtained 
from the jugular vein. The first specimen was taken one 
hour after the last dose of acetazolamide and the second 
sample 48 hours after the last dose ; the third specimen was 
drawn one hour after administration of the drug had been 
restarted. The three specimens were obtained 
by the same technique, as follows : 1 ml. of 


H,co, 
cla 


TISSUE CELL 


blood was drawn from the jugular vein into a 
syringe containing sterile liquid paraffin. The 
blood was immediately injected into 2 ml. of 
10% formol-saline solution under a layer of 
liquid paraffin. Thin films were made from 
this blood and stained with eosin. The num- 
bers of sickled cells were counted, using an 
oil-immersion lens. 


C.A. 
H,CO, + CO; 


+ KHb=} HHb + KHCO, 


Capillary 


ome 


KHbCO, KH CO, \ CO, (in solution) 


HCO, (CO, as bicarbonate) 


The results are shown in Table IV. There 
was an increase in the number of sickled cells 
in the venous blood following withdrawal of 
the drug. 


Summary 


Evidence has been produced to show 
that acetazolamide inhibits the occurrence 
of sickling of red cells in vitro and in vivo. 
It is suggested that the drug exerts this 
effect by inhibiting the action of the 
enzyme carbonic anhydrase. The enzyme 
is concerned with the reduction of haemo- 
globin. The abnormal haemoglobin § in 


Fic. 2.—Chemical changes involved in CO, transport and the points of 
action of carbonic anhydrase. 


Therapeutic Trial with Acetazolamide in 
Sickle-cell Disease 


At the time of writing the patient has been under observa- 
tion for 70 days. In the period of 41 days preceding the 
administration of acetazolamide there was evidence of 
active haemolysis on two separate occasions, as shown by 
deterioration in the haemoglobin levels. The patient has 
so far been treated with acetazolamide for 29 days and 
there has been a steady rise in the haemoglobin levels during 
this period from 7.1 to 9.4 g. per 100 ml. of blood. The 
child has continued to gain weight and is more alert and 
active than she was before treatment. 

A prolonged period of observation will be necessary, 
because natural remissions occur in this disease and no 
conclusions can be drawn from the present remission, which 
began with the beginning of treatment. A detailed account 
of the clinical and haematological assessment following 
treatment will form the subject of a further report. 


Observations on the Numbers of Sickled Cells 
in the Venous Circulation 


It has been shown that there was a significantly smaller 
percentage of sickled cells in venous blood after the admini- 
stration of 7 mg. of acetazolamide per kg. body weight than 
there was after the administration of 2 mg. per kg. body 
weight. It was decided to count the number of sickled cells 
present in circulating blood while the patient was not having 
treatment and when she was taking the drug. 


Taste IV.—Variations in Number of Sickled Cells in Venous 
Blood Before and During Cessation of Treatment and After 
Restarting Treatment 


No. of 
le of Blood Celis 
Counted Cells 
‘aken 1 hour after last dose of acetazolamide on 3,000 8-8 
Token 48 hours after last dose of acetazolamide .. 3,000 15-6 
Taken | bour after administration of acetazolamide 
was restarted . . 3,000 8-9 


patients with sickle-cell disease undergoes 
molecular rearrangement during the pro- 
cess of reduction to form long slender rods 
which alter the shape of the red cell. The pathologi- 
cal manifestations of sickle-cell disease are determined 
by the alteration in the contour of the erythrocytes which 
adhere to one another to form intravascular thrombi 
and which are destroyed in the body, resulting in 
anaemia. 

At the present time there is no effective treatment for 
sickle-cell disease, and it is suggested that acetazol- 
amide may be employed to control the occurrence of 
sickling. 

The preliminary experiments have shown the ability 
of acetazolamide to inhibit the sickling phenomenon in 
vitro when mixed with blood from a patient with sickle- 
cell disease. The effect was noticeable also when the 
drug was administered to the patient, it then being seen 
that the occurrence of sickling was inhibited in vitro as 
well as in circulating venous blood. 

A therapeutic trial is in progress and the results so far 
are encouraging. 
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valuable advice and encouragement, and for permission to 
publish. I am indebted to Drs. F. D. Schofield, S. Bell, and 
W. H. Jopling for helpful criticism; to Messrs. A. V. H. Allen 
and F. J. Barratt, of the pathological laboratory of the Hospital 
for Tropical Diseases, London, for much technical assistance ; 
and to the nursing staff of Chamberlain Ward. My thanks are 
due to the manufacturers of acetazolamide (Lederle Laboratories 
Division, Cyanamid of Great Britain Ltd.) for supplies of the 
pure drug and permission to reproduce the pharmacological data. 
I am grateful to the parents of the patient for their co-operation, 
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Within the past ten years treatment of the megaloblastic 
anaemia of pregnancy has been completely revolution- 
ized. Before Vilter et al. (1945), in America, and Wilkin- 
son ef al. (1946), in this country, published their pre- 
liminary report on the haemopoietic properties of folic 
acid, this pregnancy anaemia presented a vexing prob- 
lem. A large number of the patients did not respond 
to parenteral liver, even crude preparations (Ungley, 
1938 ; Miller and Studdert, 1942 ; Fullerton, 1943 ; Cal- 
lender, 1944; Davidson ef al., 1948 ; Ginsberg et al., 
1950; Scott, 1954), and, on account of the gastro- 
intestinal upsets frequently encountered with this 
anaemia, few could take oral liver in sufficient quantity 


to produce a response (Scott, 1954). As a result many. 


patients were labelled “refractory” and the majority 
had to be kept alive by repeated blood transfusions until 
delivery. 

Folic acid has completely reversed this picture. Since 
supplies became available an average of 15 to 20 patients 
at this hospital each year have received this form of 
therapy, and all have responded well, provided treatment 
was continued throughout pregnancy and during the 
first few weeks of the puerperium. 

In itself the anaemia is of particular interest not only 
to those dealing with the pregnant patient but to 
haematologists in general. It has been shown thdt the 
response to parenteral liver and vitamin Bw is very 
variable and seems to depend on the degree of megalo- 
blastic change in the marrow and the extent of the 
maturation arrest (Scott, 1954). In contrast to this the 
specific effect of folic acid gives definition to the field of 
inquiry and allows for a more accurate determination 
of the place occupied by folic acid and its derivatives 
in the hierarchy of enzymes necessary for erythropoiesis. 

Recent work (Callender and Lajtha, 1951 ; Swan et ali., 
1955) indicates that folinic acid (“ leucovorin ”), derived 
from folic acid, may be the actual enzyme acting upon 
the marrow. When supplies of this substance became 
available it was decided to institute clinical trials in 
pernicious anaemia of pregnancy ; the results were rather 
startling. 


Materials and Methods 


In all, 19 patients were given folinic acid. Seventeen were 
diagnosed antenatally, but four went into labour before 
treatment could be followed for any length of time. In the 
remaining two cases the anaemia was not spotted until the 
puerperium, and it is interesting to note that both these 
patients had pre-eclamptic toxaemia. ; 

In six of the cases megaloblasts were found in the peri- 
pheral blood and diagnosis was easy, but in the remaining 
13 a confirmatory sternal puncture had to be made. Smears 
and sections were stained by haematoxylin and eosin and 
May-Griinwald solution and also examined for iron by the 
prussian-blue reaction. During the reticulocyte response daily 
reticulocyte counts were made and the blood picture was 
examined thereafter at weekly intervals. A gastric analysis 
was carried out in 13 of the cases, the histamine test meal 
being used. Serum iron readings (Sven Dahl, 1948) were 
made in another four cases. 


All the patients had severe anaemia. with haemoglobins 
ranging between 3.6 and 9.3 g. per 100 ml. and red cell counts 
between 800,000 and 3,260,000 per c.mm. The blood pic- 
tures were macrocytic in five instances, normocytic in 13, 
and microcytic in one. All but one of the pregnancies 
were complicated by some other condition. Three of the 
patients had an infection requiring treatment with antibiotics, 
and the anaemia developed subsequent to this. Cardiac 
disease, pre-eclamptic toxaemia, and diarrhoea and vomiting 
accounted for the other complications, and in addition to 
this there were four cases of twin pregnancy. Before start- 
ing treatment a gastric analysis was made on 13 of the 
cases in order to rule out, so far as was possible, an Addi- 
sonian pernicious anaemia, which, in contrast to the megalo- 
blastic anaemia of pregnancy, shows a histamine-fast 
achlorhydria and responds well to vitamin By (Scott, 1954). 
In the present series six patients had a normal curve and 
six were hypochlorhydric. Only one patient had a hista- 
mine-fast achlorhydria, and when the test meal was re- 
peated after delivery she was found to have a limited amount 
of free acid. 

At the beginning of the trial supplies of folinic acid were 
scarce, and once the initial response to treatment had been 
observed the patients were dismissed home on a main- 
tenance dose of folic acid. The fourth patient, however, lost 
her prescription for folic acid, and when she reported to the 
blood clinic it was found that her blood count had continued 
to improve and was near normal, though no further treat- 
ment had been given. This woman was 33 weeks pregnant 
when she first received a total of 36 mg. of folinic acid 
intramuscularly. At that time her haemoglobin had been 
3.0 g. per 100 ml. and red cell count 2,120,000, yet seven 
weeks later at delivery her haemoglobin was 10.6 g. per 
100 ml. and red cell count 3,280,000 (Fig. 1). In the 
puerperium she continued to improve and no further treat- 
ment was required apart from iron therapy. 


LEVCOVORIN 
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Fie. 1.—Case 4. A para- 20. Effect of treatment on 
haemoglobin, red b! cells, and reticulocytes. 


This remarkable response to such a small amount of 
folinic acid encouraged us to withhold treatment in all sub- 
sequent cases, once they had obtained their maximum 
reticulocyte response. In all, 13 cases were followed. Eight 
were antenatal patients, their pregnancies ranging from 28 
to 39 weeks, and the remaining five were in the puerperium. 
By varying the amount of folinic acid administered daily in 
each case and watching the reticulocyte response, it was 
found that the optimum dosage lay somewhere in the region 
of 6 mg., and in the last 10 cases the following regime was 
adopted. On the first day of treatment 12 mg. of folinic 
acid was administered intramuscularly. Thereafter daily 
injections of 6 mg. were given until the reticulocytes reached 
a peak, usually between 8 and 19%. This commonly 
occurred around the eighth day, when just over 50 ing. had 


Aus. 3, 1957 


MEGALOBLASTIC ANAEMIA OF PREGNANCY 


271 


been injected. These reticulocyte levels may seem low in 
comparison with those obtained in Addisonian pernicious 
anaemia, but it has been shown already (Scott, 1954) that 
this is the usual finding in pernicious anaemia of pregnancy. 
Commonly it occurs around the eighth day and falls grad- 
ually thereafter, normal levels not being reached until the 
fourth week. 

In the present series no further treatment was given 
once the reticulocyte peak had been reached, yet all 13 
patients continued to improve. At term the antenatal 
patients had an average haemoglobin of 10.4 g. per 100 ml. 
and a red cell count of 3,350,000 (see Table), and two 


Results Before Therapy and at Term in Antenatal Anaemias 


ii Initial Folinic R.B.C. 

Case Initial | R.B.C, | Weeks Acid Hb at | at Term 
mip) [Pregnant Total Dose! (g./100 mi.)| 
4| 80 2-12 33 36 10-6 3-28 
6é| $7 1-57 32 45 11-9 3-56 
7] 70 2-50 28 43 11-6 3-77 
73 2-56 39 48 2-47¢ 
79 2-90 36 $4 9-0 3-25 
4] 75 2-24 34 8 123 4-40 
is| 77 1-75 37 $4 105- | 3-10 
54 1-29 30 10-3 2.96 
7} 94 2-21 30 50 12-1 3-95 
18 | 66 1-8 35 30 10-6 3-45 
9 | 88 3-26 29 30 12:2 3-95 


tel niee blood volume increase commonly found at this stage 
apy. 
+ Second course given; showed no secondary reticulocytosis. 


months after delivery the average for the whole series was 
12.7 g. per 100 ml. and 4,430,000. The latter figures do 
not include the results for two antenatal patients who dis- 
charged themselves irregularly from hospital after delivery. 
Seven of the patients reported six months after delivery. 
All were well and had normal blood counts. 

At this stage in the investigation an oral form of folinic 
acid (calcium leucovorin) became available, and the next 
three patients (Cases 17, 18, and 19) received this form 
of therapy, the dosage being left unchanged. On the first 
day two tablets (10 mg.) were given half an hour before 
breakfast, and on subsequent days this was reduced to 5 mg. 
All three were antenatal cases, their pregnancies ranging 
from 29 to 35 weeks. Each received a total of approxi- 
mately 50 mg., and without exception all three showed re- 
sponses equal to those obtained with intramuscular therapy. 
As before, improvement continued though therapy was dis- 
continued. The results are shown in the Table. 


Serum Iron Investigations 
During the reticulocyte response daily estimations of 
serum iron were made on four of the patients, and the re- 
sults are shown in Fig. 2. It can be seen that the earliest 
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Fic. 2.—Serum iron curves in four cases. 


fall in serum iron occurred in the patient with the lowest 
reading (Case 4). Case 5 went into labour on the second 
day of therapy, and this was probably responsible for the 
sudden drop shown by her the next morning (Scott, 1954). 
The remaining two patients had very much higher readings 
and their serum iron values fell less steeply. Case 6 had 
the largest amount of stainable iron in her marrow, and, 
though she showed a slight initial drop in her serum iron, 
it remained well above normal levels during the first week 
of therapy. 

Hawkins (1955) stated that the 48-hour serum iron test was 
a reliable method of assessing the effect of haematinics in 
the macrocytic anaemias. This is possibly true in the 
majority of cases, but it would appear that in pregmancy at 
least the exception can arise. The rate of fall would also 
appear to be proportional to the initial serum iron read- 
ing, and this in turn seems to bear a direct relationship 
to the amount of stainable iron in the marrow. 


Discussion 


It is now generally agreed that the megaloblastic anaemia 
of pregnancy represents only a temporary upset in erythro- 
poiesis and that specific antianaemic therapy can usually be 
discontinued in the puerperium once the blood count has 
reached normal levels. Until recently this has been the 
procedure adopted with all such anaemias in this hospital, 
but the results with folinic acid now show that prolonged 
therapy is no longer necessary. 

From the review of the findings two salient features 
become evident. Firstly, it was found that folinic acid had 
to be given in sufficiently large amounts initially to pro- 
duce a satisfactory response. Trial and error showed that 
the required dosage lay somewhere in the region of 6 mg. 
daily intramuscularly and that a total of 50 mg. had usually 
to be given. For example, Case 3 received only 12 mg., 
and 16 days later she showed a secondary reticulocyte rise 
of 5% when maintenance therapy with folic acid was begun. 
On the other hand, no such secondary rise in reticulocytes 
was observed with folic acid in those patients given adequate 
amounts of folinic acid initially. 

The second point is that once a satisfactory reticulocyte 
response was obtained folinic acid could be discontinued. 
Independent of the degree of anaemia, 13 patients in 
the present series continued to improve, and repeat sternal 
punctures, carried out in three instances, showed that 
erythropoiesis was again normoblastic. 

This being so, it seems unlikely that the megaloblastic 
anaemia of pregnancy can be due to an absolute deficiency 
of folic acid arising out of the pregnancy. One would 
expect that, if such were the case, all eight antenatal patients 
given short-term therapy would have required maintenance 
treatment until delivery at least. A likelier suggestion is 
that folinic acid acts more as a catalyst at some stage in 
erythropoiesis, and, owing to its absence or to the 
“ resistance ” which Badenoch ef al. (1955) say may develop 
in pregnancy, megaloblastic change takes place in the 
marrow. It is conceivable that the reversal of such a process 
might require a large amourlt of catalyst initially, and this 
would also explain why all 16 cases in the present series 
neéded fairly large doses of folinic acid to begin with and 
why the total amount given seemed to be independent of 
the degree of anaemia. 

It is more difficult, however, to ascertain whether the 
initial defect on haemopoiesis is caused by a temporary 
deficiency of folinic acid or whether an actual “ resistance” 
does develop in pregnancy. Thompson (1950) and Lajtha 
(1950) believe that there may be an inhibitor present in 
Addisonian pernicious anaemia, but Feinmann ef al. (1952) 
and Swan et al. (1955) were unable to find any evidence to 
support this thesis. Until proof of its existence in the 
pregnancy anaemia is forthcoming, the simpler explanation 
of a temporary deficiency seems the more logical and could 
be supported by the fact that the anaemia occurs more 
readily in multiple pregnancy. In the present series four 
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patients were delivered of twins. Other factors, too, 
would seem to aggravate or even precipitate the onset of 
the anaemia: diarrhoea and vomiting, debility from repeated 
pregnancies, infection, pre-eclamptic toxaemia, and cardiac 
disease were found in that order in the present series. Only 
one patient appeared to have had a normal pregnancy. and 
she had been treated for an iron-deficiency anaemia at the 
seventh month. With hospitalization and treatment it was 
possible to deal with these secondary complications and in 
this way remove any factors which might possibly enhance 
a deficiency. 

Another aggravating factor which may also increase the 
demand for folinic acid once the upset in erythropoiesis has 
been established is that of more rapid blood destruction. 
We have been unable to demonstrate the existence of an 
actual haemolysin in the megaloblastic anaemia of preg- 
nancy, but in all the buffy coats examined there is evidence 
of erythrophagocytosis, and Pappenheimer bodies, similar 
to those seen in haemolytic anaemias, are present in some of 
the nucleated red cells. Ungley and Thompson (1950) re- 
ported a more rapid elimination of transfused cells in one 
of their cases and severe haemolysis in another. With folic 
acid therapy they found that the haemolysis ceased and the 
rate of elimination of transfused cells fell to normal. In 
our cases the erythrophagocytosis disappeared. These find- 
ings suggest a possible increase in the rate of red cell 
destruction, though obviously it is not present to the same 
degree in all cases. Since treatment appears to reduce this 
process, one would expect that replacement with new cells 
would also fall to normal and, in this respect at least, the 
need for extra folic or folinic acid would be less. 

Thus with treatment for both the anaemia and its com- 
plications it is possible that the demand for folinic acid may 
be somewhat reduced, and, with normoblastic erythropoiesis 
established, the pregnant woman may once more be able to 
keep herself in balance and maintain satisfactory blood 
levels. From what has been said previously, however, it is 
unlikely that the initial effect of folinic acid is purely one 
of replacement therapy. The evidence rather points to some 
catalytic action, and it may be that folinic acid has multiple 
duties, not only associated with the bone marrow, but also 
with those processes concerned with the production and 
utilization of the whole folic acid system of enzymes. 


Summary 


Nineteen patients with megaloblastic anaemia of preg- 
nancy and the puerperium have been treated with folinic 
acid (“ leucovorin ") and the results have been reviewed. 

Sixteen received treatment over a limited period till 
the reticulocyte response reached its peak. 

Eleven of these were antenatal anaemias, and though 
their treatment was discontinued all continued to 
improve. At term their average haemoglobin was 10.4 g. 
per 100 ml. and red cell count 3,350,000 per c.mm. 

In order to produce a satisfactory response with this 
short-term therapy, it was found that the folinic acid had 
to be given in sufficiently large amounts initially 
(approximately 50 mg.) and that the amount necessary 
appeared to be independent of the degree of anaemia 
and the route of administration. 

From these findings it seems unlikely that the megalo- 
blastic anaemia of pregnancy is due to an absolute defi- 
ciency of folinic acid. Instead the latter would appear 
to act more as a catalyst at some stage in the haemo- 
poietic process, and evidence is brought forward to show 
how the demand for folinic acid itself may be further 
reduced once normal erythropoiesis is established. 


My thanks are due to Dr. A. D. T. Govan, Director of Re- 
search, for his help in the preparation of this paper, and to 
Lederle Laboratories Division for supplies of leucovorin used in 
the trial. 
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RECTAL HYDROCORTISONE 
BY 
J. D. N. NABARRO, M.D., F.R.C.P. 
AUDREY MOXHAM 
G. WALKER, M.R.C.P. 
AND 
J. D. H. SLATER, M.B., M.R.C.P. 


From the Institute of Clinical Research, the Middlesex 
Hospital, London 


Local administration of hydrocortisone in the treatment 
of ulcerative colitis was mentioned by Truelove and 
Witts (1955) and by Park (1955). For this purpose the 
steroid may be given as an ester—acetate or hemi- 
succinate—or as the free alcohol. The esters may well 
be inactive until hydrolysed to free steroid, and it is 
not known whether the large bowel contains suitable 
enzymes. Enemata of hydrocortisone and its esters 
could be dispensed as solutions or suspensions, but the 
free steroid is only sparingly soluble in water. True- 
love (1956) used a solution containing 50 mg. of hydro- 
cortisone per 100 ml. of 4.5% alcohol in saline; 
apparently this concentration of alcohol did not cause 
any local discomfort, but we preferred to avoid any solu- 
tion that might aggravate the inflammation of the colonic 
mucosa. As 1% solutions of hydrocortisone have been 
used extensively in dermatological practice and the 
solvent does not seem to irritate acutely inflamed skin, 
we have used diluted 1% hydrocortisone skin lotion for 
these studies. A further aspect of the problem about 
which there is very little information is the extent to 
which hydrocortisone is absorbed from the bowel. 
Liddle (1956) has reported 26% absorption of hydrocor- 
tisone acetate administered per rectum as suppositories 
or in an ointment. 

We have studied the absorption of various prepara- 
tions of hydrocortisone administered locally in five 
patients with ulcerative colitis. We are not in a position 
to offer any opinion about the value of this form of 
treatment; this report is concerned mainly with its 
endocrine implications. 

Methods.—The patients were men with mild or 
moderately severe ulcerative colitis, thought to be suit- 
able for steroid therapy. Daily urine collections were 
made from 6 a.m. to6 a.m. Excretion of hydrocortisone 
and its metabolites was estimated by the total 17- 
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hydroxycorticosteroid method of Appleby et al. (1955), 
using modifications described elsewhere (Moxham and 
Nabarro, 1956). Urinary 17-ketosteroids, sodium, 
potassium, and creatinine were also estimated by stan- 
dard methods. 


The first two patients studied were given 20 ml. of 1% 
hydrocortisone skin lotion* containing 200 mg. of steroid 
made up to 120 ml. with saline. The fluid was run into the 
rectum in about 15 minutes, starting at 9 p.m., and the 
patient was encouraged to retain it as long as possible. The 
urinary steroid excretions are shown in Fig. 1. Case 1 was 
treated in this way for 14 days and received 100 mg. daily 
for a further three days. The hydrocortisone solution was 
poorly retained, but despite this there was an increase of 
urinary steroid excretion. Case 2 was an in-patient at the 
Central Middlesex Hospital, and urine samples were made 
available through the kindness of Dr. F, Avery Jones. This 
patient retained the hydrocortisone well and there was a 
striking increase of urinary total 17-hydroxycorticosteroids ; 
on a subsequent occasion 200 mg. of hydrocortisone was 
given by mouth with only a slightly higher figure for steroid 
excretion. 

Studies in greater detail were made in Cases 3 and 4. 
Case 3 was referred by Mr. O. V. Lloyd-Davies. The 
patient started to improve during the control period and 
continued to do so steadily while steroids were being given. 
There was no evidence that the rectal steroids influenced the 


Hydrocortisone 
mg. /dey 


= 


A. 


Case DAYS Case 2 
Fic. 1.—Urinary steroid excretions in Cases | and 2. 


process. The hydrocortisone acetate and alcohol suspen- 
sions and the skin lotion were diluted to 120 ml. and given 
as in Case | above. Five hydrocortisone suppositories, each 
containing 40 mg. of the alcohol, were given over the 24- 
hour period. At least two days eiapsed between each form 
of treatment. This patient retained the enemata well, and 
unexpectedly good absorption of hydrocortisone from the 
skin lotion was observed (Fig. 2). 

We are indebted to Dr. G. D. Hadley for being allowed 
to study Case 4. This patient’s ulcerative colitis was moder- 
ately severe ; he improved throughout the period of treat- 
ment, although the change was greater with hydrocortisone 
alcohol suspension and solution. The clinical improvement 
was reflected in the sigmoidoscopic changes (Mr. J. H. Lees 


*Roussel Laboratories Ltd.; the solvent of hydrocortisone free 
alcohol in this lotion is a mixture of glycols. 


Ferguson). In this case the steroid suspension or solution 
was diluted to 100 ml. and given by slow rectal drip lasting 
approximately two hours. The enemas were retained for 
20-160 minutes (acetate suspension), 100-120 minutes 
(alcohol suspension), and 120-240 minutes (solution). As 
judged by steroid excretion, absorption was poor, although 
it improved at the end of study when the patient was given 
the suppositories (Fig. 2). At this time he was symptom- 
free. 

Case 5 received hydrocortisone alcohol suspension, hydro- 
cortisone hemisuccinate solution, and the hydrocortisone 
alcohol solution used in the previous cases. With each 
preparation 200 mg. of hydrocortisone was given in 120 ml. 
of fluid over a period of 15 minutes. This patient was able 
to retain the enemata for about 12 hours. The alterations of 
steroid excretion are shown in Fig. 3. The most striking 
finding is the increase of 17-ketosteroid excretion. 


Rectal Hydrocortisone - 200mg 


CONTROL Acetate Alcoho! 
Suspension Suspension Solution Suppositories 
Tote! 
17-hydroxy - 

(Mean) 

ng / day 4 5 5 


Fic. 2.—Urinary excretion of hydrocortisone and metabolites in 

Cases 3 and 4. Figures in the columns indicate the number of 

days on which the particular form of treatment was given. 
*250 mg. hydrocortisone alcohol. 


% 


Results 
Urinary 
Tote! 
hydroxy ~ 5¢ 
mg/day 40 
3» 
10 
Alcohol Succinate Alcohol 
Rectal 200 10n solution solution 
3 5 
- 
17-ketosterosds 
| | | 
3.—Urinary steroid excretion in Case 5. 
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Discussion 


Oral hydrocortisone is rapidly and almost completely 
absorbed. Urinary 17- -hydroxycorticosteroid excretion in 
adrenalectomized patients receiving oral cortisone acetate 
amounts to about 36% of the dose in mg. (Moxham and 
Nabarro, 1956). Results with patients given hydrocortisone 
are comparable. From these figures it is possible to assess 
the approximate absorption of steroid administered per 
rectum. If, however, treatment is given to patients with 
intact adrenals there may de no increase in urinary steroid 
excretion because of suppression of endogenous steroid 
secretion. The short periods of treatment used in Cases 3, 4, 
and 5 minimize this difficulty, and the increase of urinary 
total 17-hydroxycorticosteroid output over ine control figure 
may be taken as approximately one-third of the steroid 
absorbed. There was no evidence of absorption of hydro- 
cortisone when given as a suspension of the acetate. Up to 
30% of the free alcohol was absorbed from a suspension or 
suppositories. Hydrocortisone absorption from the skin 
lotion was considerable in Cases 2 and 3 (83% and 66% 
respectively), but much less in the other three (16%, 30%, 
and up to 36% in Cases 4, 5, and 1 respectively). 

The fact that significant absorption of the steroid can 
occur raises a number of problems. It is important to 
ascertain whether the hydrocortisone is absorbed in a 
physiologically active state or whether it is reduced to in- 
active metabolites prior to absorption; in the latter case 
a high urinary steroid figure might still be obtained. Case 
3 showed marked sodium retention and potassium diuresis 
with the free alcohol suspension, solution, and supposi- 
tories, and corresponding changes on stopping them. 
Similar alterations of electrolyte excretion were noted 
when Case 4 was given solution and suppositories 
and when Case 5 was given the free alcohol solution. 
There seems, therefore, to be little doubt that hydrocortisone 
is physiologically active when absorbed from the rectum. 
The greatly increased 17-ketosteroid excretion in Case 5 
may be the result of bacterial modification of the hydro- 
cortisone in the colon. 

The hydrocortisone that is absorbed may produce undesir- 
able side-effects. An important possibility is adrenal corti- 

cal suppression with 
liability to acute adrenal 


Rectel | insufficiency following 
= stress, including sur- 
gery. Steroid therapy 

was given intermittently 

iy f ] in Cases 3 and 4, but 

Urinary 204 Case 1 had 17 days’ 
Totel = treatment with only 
byérony moderate absorption ; 
despite this there was 
— a significant fall of 
5 urinary steroid output 

when treatment was 

— T 2 stopped (Fig. 4). The 


fact that rectal steroid 

Fis. therapy leads to sup- 

to 300 mg. rectal hydro. Pression of the patient's 

cortisone hed been given daily for adrenal glands is fur- 

4 days. ther confirmation that 

the hydrocortisone is 

absorbed in a physiologically active state, and it also means 

that there are potential dangers in prolonged pre-operative 
preparation with rectal steroid therapy. 


Summary 


The absorption of hydrocortisone administered by 
retention enemata in ulcerative colitis has been studied 
in five cases. 

There was no evidence that hydrocortisone was 
absorbed from a suspension of the acetate. Absorption 
occurred when hydrocortisone (free alcohol) was given 


as a suspension or in suppositories, and to a slight extent 
with an aqueous solution of hydrocortisone hemi- 
succinate. Significant absorption was found when 
hydrocortisone skin lotion was used ; in one patient it 
was estimated as 80%. One of the patients had a con- 
siderable increase of urinary 17-ketosteroid excretion 
while receiving rectal hydrocortisone. 

Rectal steroid therapy may suppress the patient's 
adrenal glands and, if used pre-operatively, result in 
acute adrenal insufficiency in the immediate post- 
operative period. 


We are indebted to Dr. A. E. Gremeaux, of Roussel Labora- 
tories Ltd., for the preparation of hydrocortisone acetate and 
alcohol suspensions given to Cases 3 and 4, and for information 
about the solvent used for the hydrocortisone alcohol solution. 
We are grateful to Glaxo Laboratories Ltd. for supplying the 
hydrocortisone hemisuccinate, and to Mr. G. Bryan, chief 
pharmacist to the Middlesex Hospital, for preparing the sup- 
positories. We wish to thank the Clinical Research Committee 
for laboratory facilities in the Institute of Clinical Research of 
the Middlesex Hospital Medical School, and for a personal re- 
search grant to one of us (J.D.N.N.). The figures were 
prepared by Mr. V. K. Asta. 
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FINGERPRINT SWEAT TEST IN 
FIBROCYSTIC DISEASE OF PANCREAS 
PRELIMINARY COMMUNICATION 
BY 


J. C. W. MacFARLANE, M.D., B.Sc. 
A. P. NORMAN, M.D., F.R.C.P. 
AND 


Cc. E. STROUD, M.B., M.R.C.P. 


The Hospital for Sick Children, Great Ormond Street, 
London 


The diagnosis of fibrocystic disease of the pancreas is 
rapidly becoming more frequent as a result of the more 
general appreciation of the clinical picture and greater 
reliability of the laboratory tests confirming it. Recent 
reports seem to indicate that estimation of the sweat 
electrolytes is the most reliable of the many tests 
employed by the laboratory. The performance of this 
test offers few technical difficulties, but there is concern 
about its possible dangers, especially when applied to 
small infants. Many infants do not develop the ability 
to sweat perceptibly until the age of 6 weeks to 3 months, 
and, since the test implies wrapping up the infant in a 
plastic bag and, if necessary, applying external warmth, 
it can produce a dangerous rise in the body tempera- 
ture. We have noticed that some small babies, especially 
where there is severe pulmonary involvement, rapidly 
become tachypnoeic and pyrexial. Careful supervision 
is necessary, and, since no untoward effects are produced 
in the vast majority of cases, this care is too easily 
relaxed. To our knowledge two infants have died as a 
result of the test. 


| 
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Shwachman and Gahm (1956) reported a simple 
application of the basic principles of the sweat test, in- 
corporating chemicals in an agar base to assess the salt 
content of the sweat in the fingerprint. They suggest 
this variation of the test may produce positive results as 
early as the third week of life. This preliminary com- 
munication records our experiences with this ingenious 
method which entails no risk. 


Method and Results 


The medium is prepared by adding to 500 ml. of normal 
agar base 4.2 g. of silver nitrate and 2.4 g. of potassium 
chromate, both chemicals being thoroughly mixed on addi- 
tion. Plates are poured, and storage at 4° C. appears to 
preserve the medium for periods of up to.a few weeks. The 
salt in the sweat produces bleaching of the suspended 
chromate, and the result can be read, as was suggested by 
Shwachman and Gahm, as +, ++, or +++. By testing 
a known case of fibrocystic disease and a series of normal 
children, these differentiations are readily learned. A finger- 
print from the unwashed hand is taken as a “ baseline " and 
further prints are made 5, 10, 15, and 20 minutes after 
thoroughly rinsing the hands in warm running water to 
remove any accumulated salt, care being taken to avoid 
excessive handling by the fingers during the waiting period. 
A different finger should be used for each impression. No 
attempt to control the temperature of the room seems to 
be necessary: it is sufficient that the room be reasonably 
warm. 

To date, 54 cases of known fibrocystic disease have been 
tested by this method. All gave a +++ reaction in the 
unwashed print. After washing, 15 showed a similar reac- 
tion in 5 minutes, 45 in 10 minutes, 51 in 15 minutes, while 
all 54 gave a +++ reaction only after a full 20 minutes. 
Of the number tested one infant was 4 weeks of age, 6 more 
were less than 6 months, while 14 others were less than 
1 year: The result of the fingerprint test has been con- 
firmed in 46 cases so far tested by finding raised electrolyte 
levels in the sweat obtained from. the full sweat technique ; 
8 of the 54 remain to be tested. These preliminary results 
are in complete agreement with the larger series investigated 
by Shwachman and Gahm and reported in their article. Of 
their 140 cases, all but two gave a + + + reaction, while in 
one of the two giving a ++ reaction the full sweat test 
showed normal sweat electrolytes, the other giving the 
elevated figures normally found in fibrocystic disease. In a 
series of nearly 200 “normal” children of the same age 
group tested as controls no false positives have been 
encountered. 

It is thought, therefore, that this fingerprint method offers 
a simple and probably very reliable screening test for cases 
of fibrocystic disease. A negative test, however, in the first 
few weeks of life does not necessarily exclude the diagnosis. 
The larger-scale investigations at present being undertaken 
may show the full sweat test to be unnecessary, and, it is 
hoped, prove the almost complete specificity of the test. At 
the least, it seems to obviate the necessity of performing the 
sweat test in full in small babies. 
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The Scientific Film Association, in collaboration with the 
London University Institute of Education, has recently 
issued a catalogue of films on psychology and psychiatry. 
This catalogue is a revised edition of the S.F.A. catalogue 
of films on psychology (1953), and includes films made avail- 
able since that date. The size and duration of each film are 
given, together with a brief description of its content and 
the type of audience for which it is thought suitable. The 
catalogue (price 5s. net) is obtainable from the Scientific 
Film Association, 164, Shaftesbury Avenue, London, W.C.2. 


A LONG-ACTING INHIBITOR OF 
GASTRIC SECRETION 


A. H. DOUTHWAITE, M.D., F.R.C.P. 
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J. N. HUNT, M.D., D.Sc. 
Reader, Physiology Department, Guy's Hospital 
Medical School 


AND 


I. MACDONALD, Ph.D., M.B., B.S. 
Lecturer, Physiology Department, Guy's Hospital 
Medical School 


This is a preliminary report on (1-methyi-2-pyrrolidyl) 
methyl benzilate methyl methosulphate (IS 499), a sub- 
stance having atropine-like properties, which promises 
to be useful in reducing the gastric secretion of acid in 
patients with peptic ulcer. Chemical and pharmaco- 
logical details will be published shortly (Doyle et al., 
1957 ; Acred et al., 1957). 


Present Investigation 

Twenty-four oral doses of IS 499 varying between 5 and 
20 mg. were given to five normal subjects, and the salivary 
flow was measured from collections with a dental aspira- 
tor. Doses of 10 mg. taken by mouth partly inhibited 
salivary flow after a latent period of two hours, but the 
maximal effect was not reached until about four hours after 
taking the drug. The reduction in salivary flow lasted from 
seven to nine hours. With doses of 15 to 20 mg. the only 
other effects were tachycardia and slight difficulty in, micturi- 
tion. The unusually long duration of action of IS 499 was 
an encouraging feature which made it worth while to test 
the effect of the drug on gastric secretion. 

Seven normal subjects were given a total of 98 test meals 
lasting 30 minutes by a technique which allows the amounts 
of acid secreted in response to the meal to be calculated. 
The tests also gave information about the volume of meal 
remaining in the stomach after 30 minutes (Hunt, 1954). 
For each subject the response to the meal without any drug 
was determined several times during the period of the tests. 
Doses of the drug varying between 1 and 20 mg. were given 
either at 11 p.m. or at 5 a.m., before the tests were made 
at 8 a.m., so that two dose-response curves were made for 
each person, It was found that doses of 1 or 2 mg. given 
at 5 a.m. or 2.5 mg. at 11 p.m. reduced the secretion of 
acid in response to the test meal. The Table shows the 
results of tests in the seven normal subjects and in five 
patients with peptic ulcer. In 8 out of 12 persons the 


Percentage Inhibition of Secretion of Acid at 8 a.m. by Doses of 
IS 499 Given at 11 p.m. or 5 a.m. 


Percentage Inhibition Control 
Subject| Diagnosis No. of | tml 
5 mg. 10 mg. ests 10-16 N HCl)/ 
at Sa.m. | at 11 p.m. 30 min. 
P Normal 60 50 16 40 | 
H ow 4 10 24 24 
50 10 4 
L 5 30 
M je 40 10 6 
40 40 20 
H_ | Prepyloric ulcer 
8 mg. at 
Il p.m, 
B Duodenal ulcer 60 60 3 
R Gastric “ 50 50 3 
Duodenal ,, sO 30 3 
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secretion of acid was 40-60% inhibited by the 5-mg. dose 
given three hours before the test. In 6 out of the 12 per- 
sons the secretion of acid was 40-60% inhibited nine hours 
after a dose of 10 or 8 mg. The output of the alkaline 
secretions of the gastric mucosa was usually not reduced, 
but gastric emptying was somewhat slowed. With doses 
up to 10 mg. there were no troublesome side-effects, the 
reduction of salivary flow not being noticed by the subjects 
if it occurred. 

Clinical trials of this drug, which in low doses by mouth 
has a selective action of long duration on the gastric secre- 
tion of acid, are now being undertaken with a view to 
controlling secretion of acid in patients with duodenal 
ulceration. 


We wish to thank our students who took part in the tests; the 
members of the clinical staff who allowed us to investigate their 
patients ; and Beecham Research Laboratories Ltd. for the supply 
of IS 449. 
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Medical Memoranda 


Agranulocytosis with Recovery During 
Promazine Therapy 


Promazine, one of the newer ataractic drugs, has recently 
been introduced for the treatment of certain types of mental 
illness. Like chlorpromazine it is a phenothiazine derivative, 
but differs from chlorpromazine in that the chlorine atom 
is absent from its structure. Agranulocytosis has been re- 
corded during the course of chlorpromazine treatment 
(Goldman, 1955), and we record below details of a case 
under our care in which this complication occurred during 
promazine therapy. 


Case REPORT 


The patient, a woman aged 60, was admitted to hospital 
on March 26, 1957. A severe depressive illness had been 
present for five months and there were features of consider- 
able anxiety, with restlessness. Physical examination re- 
vealed nothing of importance with the exception of moderate 
hypertension (B.P. 190/110 mm. Hg). There was no 
anaemia. The W.B.C. count was 6,000 per c.mm. Seda- 
tion with amylobarbitone sodium was not effective and was 
discontinued. On April 2 promazine treatment was begun 
with 100 mg. thrice daily, and the dose was increased on 
April 4 to 200 mg. thrice daily. Thereafter the excitement 
and agitation were observed to diminish. In the ensuing 
weeks regular white-cell counts fluctuated from 5,000 to 
8.000 per c.mm. A representative differential white cell 
count was: neutrophil polymorphs 62%, neutrophil stab 
cells 2%, eosinophils 2%, lymphocytes 27%, monocytes 7%. 

On April 27 the patient'eomplained of sore throat. There 
was no fever, and on inspection the throat appeared healthy. 
On April 29 the temperature rose to 100.6" F. (38.1° C.), 
the fauces were noted to be inflamed and oedematous, and 
cervical adenitis appeared. Blood examination revealed a 
complete neutropenia: W.B.C., 1,900 per c.mm. (lympho- 
cytes 48%, monocytes 52%); Hb, 11 g./100 ml. ; platelets, 
316,000 per c.mm. Sternal marrow examination yielded only 
a few islets of fatty tissue with no cellular areas. 

Promazine administration was discontinued and 1 mega 
unit of crystalline penicillin was given twelve-hourly. Daily 
differential white-cell counts were performed. Cortico- 
trophin gel was given intramuscularly in dosage of 50 mg. 
twelve-hourly from May 3, and on May 4, for the first time 
for six days, a differential count done on a buffy film showed 


2% of neutrophil stab cells: segmented polymorphs re- 
mained absent. On May 5 1 pint (570 ml.) of fresh blood 
was transfused. Each ensuing day thereafter was associated 
with a gradual increase in the proportion of neutrophil 
polymorphs in the peripheral blood, and by May 13 the 
white-cell count was 11,850 per c.mm. (neutrophil poly- 
morphs 86% ; neutrophil stab cells 6%, lymphocytes 5%, 
monocytes 3%). Clinical recovery from the agranulocytic 
episode was then complete, and corticotrophin and peni- 
cillin were withdrawn. 


Agranulocytosis complicating promazine therapy has been 
reported on one previous occasion (Woodward and Solomon, 
1956), and in that case proved fatal. This patient also was a 
middle-aged woman, and dosage had been instituted at 
100 mg. a day, increasing to 1,000 mg. a day over a 42- 
day period. In contrast to our patient, lymphocytes rather 
than monocytes had predominated in the peripheral blood 
during the agranulocytic period, and this is said to indicate 
a worse prognosis (Whitby and Britton, 1953). It is clear 
that serious depression of the red bone marrow can occur 
following both promazine and chlorpromazine administra- 
tion, and vigilance during their use remains essential. 


We wish to thank Professor T. Ferguson Rodger for permis- 
sion to publish this case. 


I. A. Coox, M.B., Ch.B. 
A. G. Metrose, M.D., F.R.F.P.S., M.R.C.P.Ed. 
J. R. Roy, F.R.F.P.S., M.R.CP.Ed. 

The Southern General Hospital, Glasgow. 
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A Case of Carcinoid Tumour 


The general features of carcinoid tumour, with the effects 
of the substance hydroxytryptamine (5-H.T.) which is 
secreted by the tumour cells, were described in the British 
Medical Journal (1956). A clinical report of such a case ex- 
hibiting many of the classical signs and symptoms of the syn- 
drome is given below. The patient is still alive despite a 
history dating back for at least eight years. 


Case REPORT 


A woman now aged 71 first came under observation in 
1949. She was married and had borne four children. The 
previous medical history was irrelevant until 1948, when she 
had attacks of abdominal discomfort and flatulence for 
which her gall-bladder was removed without more than tem- 
porary relief. 

In 1949 she suffered from definite abdominal pains which 
were periumbilical, colicky, and intermittent, occurring in 
attacks at irregular intervals and lasting between 6 and 24 
hours. Many such attacks were witnessed during the suc- 
ceeding four years. They were often associated with a low 
fever, loose stools, and occasional vomiting, and were suc- 
ceeded by a few days’ anorexia and malaise. During the 
colicky phases abdominal examination was negative, but 
during the ensuing days tenderness which slowly disappeared 
was present in the right iliac fossa. In all other respects 
clinical examination was negative and her general health and 
nutrition remained good. Barium meal, barium enema, and 
stool tests were carried out with negative results. A tentative 
diagnosis of recurring mild appendicitis was expressed, but 
in view of the diarrhoea and the absence of maintained pain 
during the attacks this was not made with great conviction. 

The patient was admitted to hospital in March, 1953, 
as a case of subacute intestinal obstruction. Investigations 
failed to add light on the diagnosis, and it was decided to 
perform an exploratory laparotomy on March 17. The 
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operation report read as follows: “ Three feet (91 cm.) 
above the ileo-caecal junction was a stricture of the ileum, 
the latter being dilated above this. The affected area of 
ileum felt hard and there were two small nodules in the 
wall of the small intestine below the stricture. No glands 
were seen in the mesentery. Twelve inches (30 cm.) of small 
intestine was resected, continuity being re-established by end- 
to-end anastomosis.” 

The pathological report on the specimen read: “ There 
are three separate primary carcinoid tumours of the termi- 
nal region of the 
ileum. One of 
these growths is 
infiltrating through 
all layers of the 
gut and has caused 
much narrowing 
of itslumen. Meta- 
stases were demon- 
strated in regional 
lymph _ nodes.” 
Figs. 1 and 2 show 
tumour sections, 

For some months 
after operation 
relief from symp- 
toms was complete, 
and then there was 
a return of discom- 
fort, indefinite 
colic, anorexia, 
and loose stools. 
By April, 1954, an irregular liver edge became palpable and 
its consistency was noted at the time as one of rubbery firm- 
ness. About this date complaint was made of facial flush- 
ing in attacks associated with a feeling of bursting pressure 
in the head. These became more persistent and distressing, 
and the flushing involved the upper chest in addition to the 
face. At the time of writing these occurred between 6 and 


Fic. 1.—Typical clumps of argentaffin 
lastic cells in carcinoid growth of 
(H. and E. x 110.) 


ileum. 


Fic. 2.—Area of mucosa showing infiltrating on of argent- 
affin neoplastic cells. (H. and E. x 112.) 


12 times daily, were provoked by meals or defaecation, 
lasted about 10 minutes, and if severe were followed by a 
feeling of chilliness. On the chest the flushing assumed a 
blotchy distribution, but the face was diffusely involved, 
with much heightened colour on the malar area, where it 
could best be described as one of bright reddish blue. The 
flush was and has remained a striking objective sign as well 
as an unpieasant symptom. Its increasing frequency over 
the last two years has resulted in the face appearing perma- 
nently bloated and bright red, particularly over the cheeks. 

The abdominal findings during this time have shown a 
very slow increase in size of the liver, which contained easily 
palpable firm nodules which distorted its surface and edge 


and were moderately tender to palpation. An indefinite 
tender mass was palpable in the right iliac fossa, and another 
mass could be palpated in the pelvis by rectal examination. 
The patient was losing weight very gradually, and suffered 
from moderate abdominal discomfort and a diarrhoea which 
could be kept in check by simple medicinal measures. She 
continued to manage her household and was fully ambulant. 

At no time has asthma or any element of bronchospasm 
been shown. A loud systolic murmur has appeared over the 
praccordium. Its site of maximum intensity was the mitral 
area, and all second sounds were closed. In particular the 
pulmonary second sound would not appear to be reduced. 
There was no hypertension. Neither an electrocardiogram 
nor an x-ray examination of the chest indicated any degree 
of right heart strain. 

Recent examination of the urine for 5-hydroxyindole 
acetic acid (5-H.LA.A.) showed this substance to be present 
in significant quantity. 

COMMENT 


A case of carcinoid tumour is described in which the’ 
patient is still alive. The following features are of interest. 
(1) A protracted history amounting to at least eight years. 
(2) Diagnostic difficulties which were solved only by laparo- 
tomy and histological examination of the intestinal tumour. 
(3) The development of secondary deposits in the liver, which 
has been felt to increase in size slowly over a period of more 
than two years and can be inferred from the demonstration 
of 5-H.LA.A. in the urine. In addition there appear to be 
metastases in the pelvis which are most likely originating in 
the ovaries, a site which has been noted in other cases of this 
condition. (4) The retention of a remarkably good state 
of health in sharp contrast to that expected if the present 
condition was due to carcinoma. (5) The development of 
flushing and a bursting congestion of the head coinciding in 
onset with the palpable enlargement of the liver. This fact 
fits the accepted view that 5-H.T., which is secreted by the 
gut, is inactivated during its passage through the liver, where- 
as secondary deposits in the liver secrete the substance and 
deliver it direct into the venous circulation. An amount 
stated to be about one-third of the total 5-H.T. secreted 
in the liver finds its way through the pulmonary circulation 
and exerts its effect outwardly in the manner described. 

The pulmonary manifestations included in the syndrome 
as originally described by Thorson, Biérck, Bjérkman, and 
Walderstrém (1954)—namely, asthma, right heart strain, and 
pulmonary stenosis—do not appear on clinical, electrocardio- 
graphic, or radiological grounds to have become manifest. 
It may be that the impact of 5-H.T. has not made itself felt 
on the pulmonary circulation for long enough to produce 
these changes. On the other hand, the review of 14 proved 
cases of argentaffinoma of the bowel with metastases by 
Thorson ef al., which included full clinical and electrocardio- 
graphic investigations, showed a striking lack of correlation 
between the cardiac findings in life and those at necropsy. 
Thus Case 2 of their series was described as exhibiting a 
systolic murmur over the whole praecordium and a left axis 
deviation in the electrocardiogram. At necropsy, sclerosis 
and retraction of the pulmonary cusps and narrowing of the 
pulmonary ostium were demonstrated, which suggests that 
a severe degree of stenosis of the pulmonary valve must 
exist, provided the septum is intact, before clinical evidence 
can prove its existence. Cardiac catheterization would pos- 
sibly supply supporting evidence of pulmonary narrowing, 
but was not regarded as justified in an elderly patient. 


For help and advice in the compilation of this note I am 
indebted to Mr. W. M. Beattie, surgeon, David Lewis Northern 
Hospital, Liverpool, who performed the operation, and to Dr. 
Winston Evans, pathologist, for the photomicrographs. 


C. H. Srewart-Hess, M.D., M.R.C.P., 
General Practitioner. 


1, 907. 
G., and Walderstrém, J. (1954). Amer. 
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INHIBITOR OF GASTRIC SECRETION 


secretion of acid was 40-60% inhibited by the S-mg. dose 
given three hours before the test. In 6 out of the 12 per- 
sons the secretion of acid was 40-60% inhibited nine hours 
after a dose of 10 or 8 mg. The output of the alkaline 
secretions of the gastric mucosa was usually not reduced, 
but gastric emptying was somewhat slowed, With doses 
up to 10 mg. there were no troublesome side-effects, the 
reduction of salivary flow not being noticed by the subjects 
if it occurred. 

Clinical trials of this drug, which in low doses by mouth 
has a selective action of long duration on the gastric secre- 
tion of acid, are now being undertaken with a view to 
controlling secretion of acid in patients with duodenal 
ulceration. 


We wish to thank our students who took part in the tests; the 
members of the clinical staff who allowed us to investigate their 
patients ; and Beecham Research Laboratories Ltd. for the supply 
of IS 449. 
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Medical Memoranda 


Agranulocytosis with Recovery During 
Promazine Therapy 


Promazine, one of the newer ataractic drugs, has recently 
been introduced for the treatment of certain types of mental 
illness. Like chlorpromazine it is a phenothiazine derivative, 
but differs from chlorpromazine in that the chlorine atom 
is absent from its structure. Agranulocytosis has been re- 
corded during the course of chlorpromazine treatment 
(Goldman, 1955), and we record below details of a case 
under our care in which this complication occurred during 
promazine therapy. 


Case REPORT 


The patient, a woman aged 60, was admitted to hospital 
on March 26, 1957. A severe depressive illness had been 
present for five months and there were features of consider- 
able anxiety, with restlessness. Physical examination re- 
vealed nothing of importance with the exception of moderate 
hypertension (B.P. 190/110 mm. Hg). There was no 
anaemia. The W.B.C. count was 6,000 per c.mm. Seda- 
tion with amylobarbitone sodium was not effective and was 
discontinued. On April 2 promazine treatment was begun 
with 100 mg. thrice daily, and the dose was increased on 
April 4 to 200 mg. thrice daily. Thereafter the excitement 
and agitation were observed to diminish. In the ensuing 
weeks regular white-cell counts fluctuated from 5,000 to 
8,000 per c.mm. A representative differential white cell 
count was: neutrophil polymorphs 62%, neutrophil stab 
cells 2%, eosinophils 2%, lymphocytes 27%, monocytes 7%. 

On April 27 the patient'eomplained of sore throat. There 
was no fever, and on inspection the throat appeared healthy. 
On April 29 the temperature rose to 100.6° F. (38.1° C.), 
the fauces were noted to be inflamed and oedematous, and 
cervical adenitis appeared. Blood examination revealed a 
complete neutropenia: W.B.C., 1,900 per c.mm. (lympho- 
cytes 48%, monocytes 52%); Hb, 11 g./100 ml. ; platelets, 
316,000 per c.mm. Sternal marrow examination yielded only 
a few islets of fatty tissue with no cellular areas. 

Promazine administration was discontinued and 1 mega 
unit of crystalline penicillin was given twelve-hourly. Daily 
differential white-cell counts were performed. Cortico- 
trophin gel was given intramuscularly in dosage of 50 mg. 
twelve-hourly from May 3, and on May 4, for the first time 
for six days, a differential count done on a buffy film showed 


2% of neutrophil stab cells: segmented polymorphs re- 
mained absent. On May 5 1 pint (570 ml.) of fresh blood 
was transfused. Each ensuing day thereafter was associated 
with a gradual increase in the proportion of neutrophil 
polymorphs in the peripheral blood, and by May 13 the 
white-cell count was 11,850 per c.mm. (neutrophil poly- 
morphs 86% ; neutrophil stab cells 6%, lymphocytes 5%, 
monocytes 3%). Clinical recovery from the agranulocytic 
episode was then complete, and corticotrophin and peni- 
cillin were withdrawn. 


Agranulocytosis complicating promazine therapy has been 
reported on one previous occasion (Woodward and Solomon, 
1956), and in that case proved fatal. This patient also was a 
middle-aged woman, and dosage had been instituted at 
100 mg. a day, increasing to 1,000 mg. a day over a 42- 
day period. In contrast to our patient, lymphocytes rather 
than monocytes had predominated in the peripheral blood 
during the agranulocytic period, and this is said to indicate 
a worse prognosis (Whitby and Britton, 1953). It is clear 
that serious depression of the red bone marrow can occur 
following both promazine and chlorpromazine administra- 
tion, and vigilance during their use remains essential. 


We wish to thank Professor T. Ferguson Rodger for permis- 
sion to publish this case. 


I. A. Coox, M.B., Ch.B. 
A. G. Metrose, M.D., F.R.F.P.S., M.R.C.P.Ed. 


J. R. Roy, M.B., F.R.F.P.S., M.R.C.P.Ed. 
The Southern General Hospital, Glasgow. 
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A Case of Carcinoid Tumour 


The general features of carcinoid tumour, with the effects 
of the substance hydroxytryptamine (5-H.T.) which is 
secreted by the tumour cells, were described in the British 
Medical Journal (1956). A clinical report of such a case ex- 
hibiting many of the classical signs and symptoms of the syn- 
drome is given below. The patient is still alive despite a 
history dating back for at least eight years. 


Case REPORT 


A woman now aged 71 first came under observation in 
1949. She was married and had borne four children. The 
previous medical history was irrelevant until 1948, when she 
had attacks of abdominal discomfort and flatulence for 
which her gall-bladder was removed without more than tem- 
porary relief. 

In 1949 she suffered from definite abdominal pains which 
were periumbilical, colicky, and intermittent, occurring in 
attacks at irregular intervals and lasting between 6 and 24 
hours. Many such attacks were witnessed during the suc- 
ceeding four years. They were often associated with a low 
fever, loose stools, and occasional vomiting, and were suc- 
ceeded by a few days’ anorexia and malaise. During the 
colicky phases abdominal examination was negative, but 
during the ensuing days tenderness which slowly disappeared 
was present in the right iliac fossa. In all other respects 
clinical examination was negative and her general health and 
nutrition remained good. Barium meal, barium enema, and 
stool tests were carried out with negative results. A tentative 
diagnosis of recurring mild appendicitis was expressed, but 
in view of the diarrhoea and the absence of maintained pain 
during the attacks this was not made with great conviction. 

The patient was admitted to hospital in March, 1953, 
as a case of subacute intestinal obstruction. Investigations 
failed to add light on the diagnosis, and it was decided to 
perform an exploratory laparotomy on March 17. The 
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operation report read as follows: “ Three feet (91 cm.) 
above the ileo-caecal junction was a stricture of the ileum, 
the latter being dilated above this. The affected area of 
ileum felt hard and there were two small nodules in the 
wall of the small intestine below the stricture. No glands 
were seen in the mesentery. Twelve inches (30 cm.) of small 
intestine was resected, continuity being re-established by end- 
to-end anastomosis.” 

The pathological report on the specimen read: “ There 
are three separate primary carcinoid tumours of the termi- 
nal region of the 
ileum. One of 
these growths is 
infiltrating through 
all layers of the 
gut and has caused 
much narrowing 
of itslumen. Meta- 
stases were demon- 
strated in regional 
lymph _ nodes.” 
Figs. 1 and 2 show 
tumour sections, 

For some months 

| after operation 

| relief from symp- 

| toms was complete, 
=, and then there was 
fin return of discom- 
of fort, indefinite 
colic, anorexia, 
and loose stools. 
By April, 1954, an irregular liver edge became palpable and 
its consistency was noted at the time as one of rubbery firm- 
ness. About this date complaint was made of facial flush- 
ing in attacks associated with a feeling of bursting pressure 
in the head. These became more persistent and distressing, 
and the flushing involved the upper chest in addition to the 
face. At the time of writing these occurred between 6 and 


Fic. 1.—Typical clumps of argenta’ 
lastic cells in carcinoid growth 
wer ileum. (H. and E. x 110.) 


Fic. 2.—Area of mucosa showing infiltrating clumps of argent- 
affin neoplastic cells. (H. and E x1ID) 


12 times daily, were provoked by meals or defaecation, 
lasted about 10 minutes, and if severe were followed by a 
feeling of chilliness. On the chest the flushing assumed a 
blotchy distribution, but the face was diffusely involved, 
with much heightened colour on the malar area, where it 
could best be described as one of bright reddish blue. The 
flush was and has remained a striking objective sign as well 
as an unpleasant symptom. Its increasing frequency over 
the last two years has resulted in the face appearing perma- 
nently bloated and bright red, particularly over the cheeks. 

The abdominal findings during this time have shown a 
very slow increase in size of the liver, which contained easily 
palpable firm nodules which distorted its surface and edge 


and were moderately tender to palpation. An indefinite 
tender mass was palpable in the right iliac fossa, and another 
mass could be palpated in the pelvis by rectal examination. 
The patient was losing weight very gradually, and suffered 
from moderate abdominal discomfort and a diarrhoea which 
could be kept in check by simple medicinal measures. She 
continued to manage her household and was fully ambulant. 

At no time has asthma or any element of bronchospasm 
been shown. A loud systolic murmur has appeared over the 
praecordium. Its site of maximum intensity was the mitral 
area, and all second sounds were closed. In particular the 
pulmonary second sound would not appear to be reduced. 
There was no hypertension. Neither an electrocardiogram 
nor an x-ray examination of the chest indicated any degree 
of right heart strain. 

Recent examination of the urine for 5-hydroxyindole 
acetic acid (5-H.1.A.A.) showed this substance to be present 
in significant quantity, 

COMMENT 


A case of carcinoid tumour is described in which the 
patient is still alive. The following features are of interest. 
(1) A protracted history amounting to at least eight years. 
(2) Diagnostic difficulties which were solved only by laparo- 
tomy and histological examination of the intestinal tumour. 
(3) The development of secondary deposits in the liver, which 
has been felt to increase in size slowly over a period of more 
than two years and can be inferred from the demonstration 
of 5-H.1LA.A. in the urine. In addition there appear to be 
metastases in the pelvis which are most likely originating in 
the ovaries, a site which has been noted in other cases of this 
condition. (4) The retention of a remarkably good state 
of health in sharp contrast to that expected if the present 
condition was due to carcinoma. (5) The development of 
flushing and a bursting congestion of the head coinciding in 
onset with the palpable enlargement of the liver. This fact 
fits the accepted view that 5-H.T., which is secreted by the 
gut, is inactivated during its passage through the liver, where- 
as secondary deposits in the liver secrete the substance and 
deliver it direct into the venous circulation. An amount 
stated to be about one-third of the total 5-H.T. secreted 
in the liver finds its way through the pulmonary circulation 
and exerts its effect outwardly in the manner described. 

The pulmonary manifestations included in the syndrome 
as originally described by Thorson, Bidérck, Bjérkman, and 
Walderstrim (1954)}—namely, asthma, right heart strain, and 
pulmonary stenosis—do not appear on clinical, electrocardio- 
graphic, or radiological grounds to have become manifest. 
It may be that the impact of 5-H.T. has not made itself felt 
on the pulmonary circulation for long enough to produce 
these changes. On the other hand, the review of 14 proved 
cases of argentaffinoma of the bowel with metastases by 
Thorson ef al., which included full clinical and electrocardio- 
graphic investigations, showed a striking lack of correlation 
between the cardiac findings in life and those at necropsy. 
Thus Case 2 of their series was described as exhibiting a 
systolic murmur over the whole praecordium and a left axis 
deviation in the electrocardiogram. At necropsy, sclerosis 
and retraction of the pulmonary cusps and narrowing of the 
pulmonary ostium were demonstrated, which suggests that 
a severe degree of stenosis of the pulmonary valve must 
exist, provided the septum is intact, before clinical evidence 
can prove its existence. Cardiac catheterization would pos- 
sibly supply supporting evidence of pulmonary narrowing, 
but was not regarded as justified in an elderly patient. 


For help and advice in the compilation of this note I am 
indebted to Mr. W. M. Beattie, surgeon, David Lewis Northern 
Hospital, Liverpool, who performed the operation, and to Dr. 
Winston Evans, pathologist, for the photomicrographs. 


C. H. Stewart-Hess, M.D., M.R.C.P., 
Genera! Practitioner. 


British Medical Journal, 1956, 1, 907. 
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ESSENTIALS OF SURGERY 


The Essentials o odes Sui Edited by R. M. 
Porritt, CBE: R.C.S. Fifth 
edition. (Pp. 276 +xv; illustrated. edinburgh and 
London: E. Livingstone Lid. 1957. 
A book that has run through four editions and four re- 
printings clearly must be not only of special merit but 
meeting a continuing demand, This applies to Essentials 
of Modern Surgery, by Handfield-Jones and Porritt, the fifth 
edition of which has undergone complete revision, and the 
many distinguished contributors, who make an impressive 
list, have, as the preface states, been “ ruthless in pruning 
out-of-date material and meticulous in introducing the 
newest advances in every branch.” We are not therefore 
surprised to find an entirely new section on radiotherapy 
and the use of radioactive isotopes, while other aspects 
of modern work—for example, cardiac and vascular sur- 
gery—have been succinctly brought up to date. While 
making no pretence to have read the 1,250-odd pages of 
the book from cover to cover, I have picked upon many 
different subjects at random as a test and find that the 
information provided is clear, accurate, and well balanced ; 
the pruning which is required in a book entitled “ essentials " 
has been carefully and wisely done. 

A book intended primarily for students should have an 
abundance of good illustrations, for they are no less neces- 
sary than the text itself ; the 649 illustrations in this volume 
are well chosen, and the reproduction reaches a high stan- 
dard owing to the use of semi-art paper throughout, which, 
although it increases the weight, nevertheless allows of 
excellent representation of such notoriously difficult subjects 
as x-ray films. Some of the coloured illustrations are from 
the skilful brush of Anna Zinkeisen, so there is of course 
no doubt about their great artistic merit ; they do, however, 
raise the question whether in a book upon such a scientific 
subject as surgery, and seeing the pitch of perfection in 
colour values reached in modern colour photograph repro- 
duction, it would not have been better to use photographs. 
Of course, it must be recognized that the artist can combine 
in one picture several appearances which might be difficult 
to display in a photograph of any one specimen, and it 
may be this aspect which affected the authors in their 
choice. As would be expected in a book which has passed 
through several editions there are very few printer's errors ; 
one or two page numbers in the index have escaped revision, 
and the caption to Fig. 610 has “right ” and “ left” trans- 
posed. This book is an excellent one for the student and 
goes far to being what is usually described as a “ standard 
textbook”; it can be highly recommended without any 


hesitation whatsoever. NorMan C. Lake. 


PSYCHIATRIC DIAGNOSIS 


The Primary Psychiatric Syndromes: Criteria for Clinical 
Diagnosis. By Dwight L. Moody, L.R.C.P., L.R.CS., 
L.R.F.P.S.. D.P.M. Foreword by William Blyth, M.D., 
FRFPSG., DPM. BL. LLB. (Pp. 356+xiv. 37s. 6d.) 
Bristol: John Wright and Sons Ltd. 1956. 
Over the last 50 years there have been changes in both 
directions in the status of psychiatric diagnosis. While 
some syndromes, such as that of temporal-lobe epilepsy, 
have emerged and are becoming increasingly clearly recog- 
nizable, there has also been a tendency to abandon diagnosis 
as a discipline which is no longer rewarding. Instead of 
diagnosis, with its implications for prognosis and therapy, 
it has been held more important to understand develop- 
mentally in all its complexities the patient’s personality. 
The disadvantage of this approach is its tendency to lead to 
vagueness and woolliness of thought. Dr. Moody attempts 
to get back to classical medical methods of classification 
and to the delineation of established syndromes ; he enum- 


erates in great detail, and in a highly schematized form, the 
observations in history and examination which will enable 
a particular diagnosis to be made. The book is a salutary 
attempt to get away from the “ insubstantial and abysmal ” 
dynamic study of individual patients in vacuo; and it 
will certainly, as is claimed, help to protect the young prac- 
titioner from becoming bewildered. Its defects are that its 
form resembles that of a cram book and does not encourage 
the student to think for himself, and that the concepts which 
are inevitably used (“ introversion,” etc.) are themselves so 
imprecise as to render such a precise formulation at times 


almost meaningless. Euior SLATER. 


ANTONIO SCARPA 


Antonio Scarpa in Scientific History and His Role in the 
Fortunes of the University of Pavia. By Professor Achille 
Monti. Translation by Frank L. Loria, B.S., M.D., 4 Nn CS. 
Foreword by Michael E. DeBakey, M.D., ACS. 
we. 125; illustrated. $4.50.) New York: The Vigo Press. 


In reading this interesting life of Scarpa one is filled with 
admiration for the intellectual precocity he displayed, for 
his classical erudition, his artistic ability, and his anatomical 
and surgical skills. The excellent work Scarpa did on the 
internal structure of the ear, on the nerves which supply the 
heart, and on the anatomical varieties of hernia sufficiently 
illustrates his powers of observation and minute dissection. 
His surgical reputation soon became widely known and 
enabled him to become a rich man. Unfortunately early 
and great success did not improve his character. When he 
became possessed of power at the University of Pavia he 
became jealous of, and behaved meanly towards, any 
colleague who showed any sign of outstanding ability, and 
even conducted a vindictive intrigue against Spallanzani. 
He showed overweening pride and would not even receive 
into his presence his less prosperous brothers. In general 
he was cordially disliked. It is sad that such ability should 
be accompanied by such failings of character. 

In an addendum to this book the author justly exalts the 
part taken by Italian scientists in the furtherance of anato- 
mical knowledge, but most unjustly depreciates the part of 
William Harvey in demonstrating the circulation of the 
blood. To say that “the description given by Harvey is the 
one he had learned in his medical school days at the Univer- 
sity of Padua” is a most misleading statement. 


ZACHARY COPE. 


TROPICAL MEDICINE 

Lehrbuch der Tropenkrankheiten. Edited by E. G. Nauck. 

(Pp. 432+viii; illustrated. D.M. 64.) Stuttgart: Georg 

Thieme. 1956. 
It is 15 years since the last full textbook of tropical medicine 
was produced by authors associated with the Institute of 
Tropical Medicine, Hamburg. There is no need to empha- 
size that during this period the advances made in tropical 
medicine have been phenomenal; the introduction of 
sulphonamides and antibiotics for bacillary dysentery, the 
placing of treatment in cases of malaria on a rational basis, 
the use of diethyl-carbamazine in the treatment of filariasis, 
and the introduction of effective prophylaxis against yellow 
fever all represent advances which have completely changed 
the medical situation in the tropics and converted regions 
once termed “ the white man’s grave ™ into places in which it 
is healthy and safe to live. German recovery since the war 
has been associated with renewed interest in, and trade con- 
nexions with, South America and many parts of the tropics, 
and it is therefore primarily to German doctors handling 
patients in or coming from the tropics that this book is 
directed. It is up to date, and, as is to be expected, the 
diseases of tropical South America are dealt with very 
fully. Those of some other regions, however, have received 
sketchy treatment. This applies particularly to some of the 
West African diseases such as loiasis and onchocerciasis, 
while kwashiorkor receives less than three-quarters of the 
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space given to leptospirosis, a disease affecting infinitely 
fewer persons. There is a tendency also for theoretical con- 
siderations to receive prominence at the expense of practical 
matters. There can, however, be little doubt that this will 
prove to be a very valuable volume for those whose native 
tongue is German, but its usefulness in other countries may 
well be more limited. 
A. W. WoopruFF. 


RADIOLOGY OF THE OESOPHAGUS 
Radi 
La Radiologie Clinique de By Marcel 


Preface by Ch. A uction y? L. yers. 
ORs 466; illustrated. 5,000 fr.) Paris: Masson et Cie. 


This is a new book which is exclusively concerned with the 
clinical radiology of the oesophagus. The introductory 
chapters deal in detail with the technique of examination 
and with the normal radiological anatomy and physiology 
of the pharynx and oesophagus. These chapters are well 
illustrated by reproductions of radiographs and supple- 
mentary anatomical drawings of a high quality. There is a 
long and interesting chapter on the functional disorders of 
the pharynx and oesophagus, in which this difficult and often 
controversial subject is fully discussed. Another interesting 
section deals with extrinsic lesions of the oesophagus, which 
range from fibrotic and neoplastic lesions of the mediastinum 
to congenital and acquired lesions of the heart and great 
vessels. The congenital abnormalities of the aortic arch 
and other great vessels are discussed from the embryological 
and developmental aspects, and the characteristic deformities 
of the oesophagus which result from these abnormalities are 
well illustrated. Congenital lesions of the heart are dealt 
with briefly in so far as the oesophageal displacement is 
seldom characteristic except in coarctation. There are 
other chapters on oesophageal diverticula, hiatal hernia, 
oesophagitis, and oesophageal ulceration. Considering the 
importance of cancer of the oesophagus, it is perhaps sur- 
prising that the chapter devoted to this subject is shorter 
than those on the functional disturbances and diverticula. 
Nevertheless, this is a very useful chapter in that it stresses 
some of the difficulties which are commonly encountered as 
well as describing the radiological features of most aspects 
of this disease. There is a short discussion of the various 
techniques for demonstrating oesophageal varices. The 
author is of the opinion that varices are most easily demon- 
strated with the patient recumbent and either in full inspira- 
tion or performing the Valsalva manceuvre. He concludes, 
however, that in order to demonstrate the varices most 
clearly it is necessary to examine the patient in many posi- 
tions and all phases of respiration. 

This interesting book is well produced and all the illustra- 
tions are of the highest quality. Each chapter is followed 
by an extensive and up-to-date bibliography, which alone 
makes it a very useful reference book. Although primarily 
of interest to radiologists, it should also prove a useful refer- 
ence book to anyone interested in oesophageal disease. 


J. W. Laws. 


BIOCHEMISTRY OF THE VITAMINS 


Vitamines, Biochimie-Biol: Emploi Thérapeutique. 

By Hen Thiers. (Pp. 626. | Paris: Massos et 
This long treatise, written in French, is a remarkable achieve- 
ment, to which the reader may react with a mixture of 
admiration and disappointment. As may be inferred from 
the subtitle, the author’s main interest lies in the biochemistry 
of the vitamins, including their mode of action. It is diffi- 
cult to remember any other textbook of a similar size which 
deals so adequately with this theme or which includes so 
many structural formulae. The pathology of vitamin defi- 
ciencies is also described, but a complete lack of illustrations 
showing either affected subjects or histological sections is a 
serious defect. Medical indications for the use of various 
vitamins are discussed. The author shows evidence of wide 
reading, and expresses his views in an easy, informal style. 


Experts in nutrition will undoubtedly find pleasure, and pos- 
sibly inspiration, in response to his wide knowledge, enthu- 
siasm, and originality. But the absence of a single reference 
to the original literature, apart from the mention of a few 
names and dates in the text, is inexplicable in a book which 
is obviously written for experts. Expansion into two volumes, 
with adequate illustrations and references, should be seriously 
considered for future editions. 
T. Moore. 


GYNAECOLOGICAL CYTOLOGY 
Grundriss und Atlas der Gynikologischen Cyt 

: rated. .M. 
Thieme Verlag. 1955. 
This volume, which appears under the title of “ Outline and 
Atlas of Gynaecological and Cytological Diagnosis,” should 
be regarded as a small but comprehensive textbook. Much 
work has been done in this subject during recent years, 
more particularly with regard to the early diagnosis of 
cancer of the uterus, but also on the influence of various 
factors, hormonal and otherwise, on the cell picture of the 
vaginal smear. All the knowledge thus acquired has been 
summarized, and is well presented in logical sequence in this 
relatively small book. The morphology of the normal cell 
elements, the differences in appearance at the various age 
periods, and the changes occurring during the menstrual 
cycle, in pregnancy, in the puerperium, and in abortion are 
described. There are chapters dealing with the changes 
found in the vaginal smear due to hormonal influences, 
whether artificially produced or occurring as the result of 
endocrine disorder, or to bacterial and protczoal infections, 
or to various inflammatory conditions in the female genital 
tract. There is an excellent section on the cytological diag- 
nosis of malignancy; an account is given of the changes 
produced by radium and x-ray treatment and of the cyto- 
logical examination of ascitic effusions. There are many 
beautiful illustrations, spme in black-and-white, some 
coloured, and a number of photomicrographs and dia- 
grams necessary to explain the subject-matter in the text. 
This should, indeed, be a valuable book to those practising 

and to those interested in gynaecological cytology. 


J. BAMFORTH. 

WAR NEUROSES 
A Follow-up Study of War Neuroses. Norman Q. Brill, 
M.D., and Gilbert 0 Beebe, Ph.D. . 393 ree No 


price.) Washington: Veterans Administration. 1956. 
After the second world war the Surgeon-General of the 
United States Army suggested that a research programme be 
organized so that the extensive experience in the armed 
Forces and in the Veterans Administration might add to our 
knowledge of the natural history of disease. As part of this 
programme of follow-up studies this volume is devoted to 
the natural history of neurosis. The book is provided with 
between two and three hundred statistical tables and various 
figures showing the incidence of neurosis under conditions 
of call-up, of combat, and of post-war life. Of special 
importance are the data obtained on the relation between 
predisposition and military usefulness, and the effect of 
pensions and other compensation upon prognosis. Much of 
the information was obtained by the study of patients several 
years after discharge from service. Many of the men and 
women were in hospital, others in civilian life. This unique 
follow-up required and obtained the co-operation of psychi- 
atrists in every part of the United States. The compilers of 
this volume are to be congratulated for their objectivity and 
frankness. They do not claim to have produced answers 
to all the problems studied, as is shown by the last sentence 
in the book, which reads: “Criteria for evaluating military 
performance seem badly needed.” With the development 
of atomic weapons much of the material in this volume is 
already out of date. Nevertheless, as a book of reference it 
is a valuable compilation and should be on the shelves of 
every medical library. EAB 
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In 1928 there were 2,920 women who died as the 
result of pregnancy or from causes directly associated 
with it, an incidence of 1 in 226. This appalling 
mortality stirred the public conscience, and Mr. 
Neville Chamberlain, then Minister of Health, 
appointed the Departmental Committee on Maternal 
Mortality and Morbidity. This committee, in a 
notable report,’ analysed the records of maternal 
deaths and attempted to assess “ the primary avoid- 
able factor” in each case. Since that time maternal 
deaths have been thus analysed and published 
annually in the Reports of the Chief Medical Officer 
of the Ministry of Health. In 1951, however, the 
study and method of assessment of maternal deaths 
was broadened and more information obtained. A 
maternal death is now noted by the medical officer 
of health of the local health authority and he initiates 
the inquiry. The local consultant obstetrician obtains 
all the information possible from those who were in 
attendance on the patient—midwife, family doctor, 
hospital, or local authority staff. His report is 
sent to the regional assessor, a senior obstetrician 
appointed by the regional hospital board, who 
submits his comments to the Chief Medical Officer 
of the Ministry. Finally, the Ministry’s consultant 
advisers on obstetrics sum up and assess the case with 
a view to determining whether avoidable factors were 
present and whether the death could have been 
prevented. 

A report? has now been issued by the Ministry 
of Health on the inquiries made in England 
and Wales from 1952 to 1954, during which con- 
fidential reports were received on 1,094 deaths classi- 
fied as due to pregnancy and childbirth and 316 
deaths classified as due to asssociated causes. This 
figure represents only 71% of the total registered 
maternal deaths. It is to be hoped in future that with 
more complete and exact certification all maternal 


! Interim Report of Departmental Committee on Maternal Mortality and Mor- 
bidity, 1930, H.M.S.O., London 

® Report on Confidential Inquiries into Maternal Deaths tn England and Wales 
1952-1954. Ministry of Health Reports on Public Health and Medical 
Subjects, No. 97, 1957, H.M.S.O., London. Price 3s. 6d. net. 


deaths will be included. There is nv question of the 
Ministry searching for a scapegoat and exposing a 
person or institution to public condemnation: it is 
only by revealing deficiencies in the maternity 
services that preventable deaths will be elimin- 
ated, administration improved, and maternity made 
safer. 

The four largest groups of deaths which together 
account for two-thirds of the total were due to 
toxaemia (246 or 22% of the total), haemorrhage 
(188 or 17%), abortion (153 or 14%), pulmonary 
embolus (138 or 13%). Sepsis accounted for only 
3.8% of deaths, and this remarkable decrease is the 
most outstanding factor in the reduction of maternal 
mortality. A quarter of a century ago sepsis was 
responsible for more than a third of maternal deaths. 
Among the 316 “ associated” deaths, heart disease 
was much the commonest cause, accounting for 121, 
more than a third of the total. In the present report 
two additional groups have been considered—namely, 
deaths after caesarean section (183) and deaths due 
to complications of anaesthesia (49). 

Although toxaemia of pregnancy is still the disease 
of theories, yet eclampsia can be prevented by rigid 
prenatal supervision. It makes depressing reading 
that 110 mothers died from this disorder, and in the 
group of deaths from toxaemia avoidable factors were 
considered to be present in over 50%. The most 
glaring deficiency was in the quality of prenatal care. 
A number of these deaths were clearly due to lack of 
co-operation between doctor, midwife, clinic, or hos- 
pital. It is to be hoped that the Cranbrook Com- 
mittee (appointed in 1956 to inquire into the maternity 
service) will put this right. Shortage of antenatal beds 
has been blamed for late admission of patients with 
severe pre-eclampsia, but this is not reasonable justifi- 
cation for a hospital sending “ home to bed ” a patient 
with albuminuria, oedema, and a blood pressure 168 / 
110. Another patient was allowed to return home 
whose blood pressure was 220/130. Again, when so 
much time is spent in teaching the importance of an 
early rise of blood pressure, it is hard to understand 
how a mother was not referred to hospital when her 
systolic blood pressure was over 200 mm. Hg. 

Is death from obstetric haemorrhage preventable? 
The assessors were of the opinion that in antepartum 
cases half of the deaths could have been prevented 
and in the post-partum group that 90% of the mothers 
should not have died. Deaths from post-partum 
haemorrhage with retained placenta presented a 
higher proportion of avoidable factors than any other 
group. In many instances the “ flying squad” was 
called too late, or the patient was removed to hospital 
without resuscitation, or with the placenta un- 
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delivered. These squads should not be staffed by 
junior medical officers: the family doctor or midwife 
needs expert help when calling for it, and an experi- 
enced obstetrician and anaesthetist should always be 
members of the team. It was not always in the home 
that these deaths took place, but also in the hospital, 
where attendants did not appreciate the dangers of 
slow, continuous haemorrhage. Perhaps when ergo- 
metrine is given routinely with the delivery of the 
baby these tragedies, almost wholly preventable, will 
no longer appear in maternity reports. 

There were very few avoidable factors in deaths 
from pulmonary embolus, but abortion was a different 
story. Many do not realize that it is more often 
the married woman with a family who succumbs to 
the complications of procured abortion: there were 
85 such cases. This needless loss of life is likely to 
continue until recently delivered mothers can more 
readily obtain skilled advice about family planning. 
The family doctor may not always possess up-to- 
date knowledge of contraceptive methods, and not 
all teaching hospitals arrange instruction in this 
subject. 

Cardiac disease can be a serious complication of 
pregnancy, and it is regrettable that in one-third 
of deaths from this cause there was an avoidable 
factor. It is not appreciated that nearly as many 
deaths occur during pregnancy as in labour or 
immediately after. Inadequate prenatal care, includ- 
ing failure to send the patient to hospital, was often 
an important contributory factor. The truth of the 
dictum that it is safer to treat the disease rather than 
the pregnancy is exemplified by the deaths that 
occurred when abdominal hysterotomy was per- 
formed at the time of acute heart failure. Caesarean 
section is not the safe operation that some would have 
us believe. The estimated national mortality rate of 
4 per 1,000 caesarean sections should be compared 
with the total maternal mortality rate (excluding abor- 
tions) of 0.6 per 1,000 births in 1952-4. In the 
present inquiry, maternal deaths after this operation 
amounted to 13% of the total. The immediate 
causes of death were equally divided between haemor- 
rhage, pulmonary embolus, and shock or collapse. 
Sepsis accounted for 8% of these deaths. It would 
appear that this operation is still being performed in 
maternity units inadequately staffed and equipped to 
deal with haemorrhage. Some of the indications for 
the operation were very slender and some of the 
deaths were directly due to the anaesthetic. It is 
abundantly clear that maternity units should have 
the services of an anaesthetist experienced in obstetric 
work, but there are still departments lacking the help 
of an anaesthetist—in two of them the obstetric 


operator gave the anaesthetic himself and then per- 
formed a forceps delivery. The woman who has been 
lingering in labour for many hours is just as much in 
need of expert care as the surgical emergency. How 
many surgeons would allow a nurse or recently quali- 
fied doctor to give the anaesthetic in such a case ? 

In 1955 the risk of an expectant mother dying from 
her pregnancy or associated causes was | in 1,500. 
It is a remarkable achievement to have made so much 
progress since 1928. But this report reminds us that 
there are still some aspects of our maternity services 
that are “ black,” for “ avoidable factors were con- 
sidered to be certainly present in 40% of the deaths 
directly due to pregnancy and childbirth.” Plainly there 
is no room at all for complacency. All would agree 
with the recommendations that there ‘should be 
(1) better antenatal care, especially in the early de- 
tection and early treatment of toxaemia, (2) more 
prompt and more effective treatment of haemorrhage, 
especially through the use of “ flying squads ” for the 
emergencies of domiciliary midwifery, and (3) better 
selection of cases for specialist care at hospital, 
especially women in the older age groups and higher 
parities. Time and again the report underlines the 
lack of cohesion between those responsible for the 
care of the expectant mother—midwife, doctor, hos- 
pital, local authority clinic. 


BRITISH MEDICINE ABROAD 
Dr. Charles Hill’s White Paper on Overseas Informa- 
tion Services is of much interest to medicine and to 
the B.M.A. At the outbreak of the war of 1939-45 
this country became painfully aware of the yawning 
gaps in its ideological defences. Between the two 
world wars very little effort had been made to see 
that foreign countries were supplied with information 
about the intellectual and cultural products of Britain. 
Other countries, notably Germany, spared no expense 
in disseminating their books and especially their pro- 
fessional and technical periodicals in other nations, 
where there was often a complete ignorance of what 
was going on in medicine in the Britain of that time. 
This, for example, made it easy for Germany to con- 
duct propaganda even on medical lines which put 
Britain in a poor light, and as a result of discussions 
on how best to combat this there was set up in the 
offices of this Journal in 1940 an overseas abstracting 
service of British medical periodicals which subse- 
quently formed the basis of the Medical Department 
of the British Council. And since those early years 
of the war the Medical Department of the British 
Council has played a valuable part in increasing 
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among other nationals knowledge and interest in 
British medicine. Unfortunately the money at the 
disposal of the British Council was reduced after 
the war, and it looked as though once again this 
country was going to repeat the shortsighted policies 
that put it at such a disadvantage when the enemy 
was at the gate in 1939. 

Dr. Charles Hill’s recommended increase of £2m. 
in Government expenditure on Overseas Informa- 
tion Services is at least a modest encouragement 
to those who are helplessly witnessing Britain being 
forced to the back of the class by the aggressive 
energies of other countries. Among those parts of 
the world where an extension of information is 
needed, according to Dr. Hill’s White Paper, are 
Turkey, Indonesia, South America, India, and Pakis- 
tan, and it is principally in those countries that 
sterling is short and the libraries, universities, and 
individuals are unable to buy the British books and 
journals they want. The U.S.A. is giving practical 
expression to its supremely confident belief in the 
American way of life by ensuring through subsidies 
that American textbooks and periodicals are at the 
disposal of a world hungry for information, especially 
when conveyed in the English language. 

When the Vice-President of the U.S.A., Mr. 
Richard Nixon, recently visited the new member of 
the Britjsh Commonwealth, Ghana, he presented that 
country with a collection of 2,000 technical books 
—a further illustration of the U.S.A.’s intense cul- 
tural drive. In 1955 Turkey, because of a cur- 
rency crisis, had to stop its import of British books 
and periodicals, and it appears that to-day they are 
scarcely obtainable in Turkish bookshops while 
French and German books are fairly easy to get and 
American publications have stepped into the position 
previously held by Britain. As recent correspondence 
in The Times has shown, all attempts to jerk the 
Board of Trade out of its present complacency seem 
to have failed, and exporters of British books and 
periodicals are at an unfair disadvantage compared 
with their American counterparts. On top of this, 
the recent steep increases in postage Overseas, as 
well as at home, will, with other increasing costs, 
jeopardize the existence of learned periodicals in this 
country, probably increase the price of those that 
survive, and make it still more difficult for the foreign 
reader to buy British medical periodicals and books 
—publications which have a unique place in the 
world’s medical literature. It is hoped that some- 
thing may yet be done to restore and maintain a 
prestige we are losing, and which we shall lose for 
years to come once foreign medical textbooks and 
periodicals replace their British equivalents in other 
parts of the world, and especially the Commonwealth. 


REFORM OF THE N.H.S. 

A plan for reforming the Health Service has just 
been published by the Fellowship for Freedom in 
Medicine (F.F.M.). As a summary printed in this 
week's Supplement shows, the proposals are closely 
related to what is happening in other countries, 
especially Australia, New Zealand, and Norway. Dr. 
R. Hale-White points out in the foreword to the 
booklet issued by the F.F.M. that the scheme is 
“limited in its scope to the methods of financing the 
general medical, hospital, and pharmaceutical services 
and to the effects that may be expected to result from 
the changes proposed.” According to the F.F.M. the 
major faults of the N.HLS. are (1) the virtual abandon- 
ment of the insurance principle ; (2) the policy of 
focusing the Service on the hospital rather than on 
the family doctor; and (3) the widespread delusion 
among the public that their insurance payments cover 
the costs of the Service. The F.F.M. believes that 
the N.HLS. in its present form is having a harmful 
effect on the practice of medicine, and the purpose 
of its present report is to advocate a plan of reform 
based on “real insurance principles.” The F.F.M. 
advocates a “ State-subsidized compulsory insurance 
of doctors’ and hospital fees by those in a position 
to pay for it, and a free Health Service for all others.” 
The effect of the proposals is to give the insured per- 
son and his dependants about 90% coverage against 
the costs of general practitioner and hospital treat- 
ment. The pharmaceutical benefit would be limited 
to what our Australian friends call the “ life savers ” ; 
patients would, as in all other countries, be expected 
to pay for the ordinary household remedies. The 
insured persons would be free to consult any doctor 
of their choice, and with payment for item of service 
panel lists would disappear. According to the calcu- 
lations made by the F.F.M. there would be a net 
saving to the Exchequer of about £140m. if the 
N.H.S. were reformed on some such lines as it 
proposes. 

Criticism of the National Health Service has 
increased rather than diminished over the past nine 
years, and was brought to a head in the timely and 
cogent presidential address of Dr. Alexander Hall at 
the Annual Meeting in Brighton last year." The 
B.M.A. has reacted to this situation by deciding to 
set up a committee of inquiry into the N.H.S., a move 
which has been widely welcomed by its members. 
The booklet just issued by the Fellowship for Free- 
dom in Medicine is probably the forerunner of many 
other plans for reform and no doubt will come in for 
its meed of criticism, but no one can look on the 
annually mounting costs of the N.H.S. with anything 


* British Medical Journal, 1956, 2, 57. 
* Supplement to the British Medical Journal, August 2, 1952. 
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but alarm, especially as there is such meagre pro- 
vision in its gigantic yearly bill for hospital develop- 
ment. It would, however, be wrong to look of 
the F.F.M.’s proposals as designed solely or even 
primarily to put some sense into the financing of the 
Health Service. The motive behind the scheme is 
the laudable one of running a service which places at 
least some direct responsibility on the patient for his 
health, and by the introduction of token charges to 
make him at least to some extent aware of the great 
benefits he receives. This aim is in fact in line with 
the recommendations made by the World Medical 
Association in 1952,? which included the following: 
“ Any Social Security Scheme should contain elements 
that encourage self reliance and a sense of personal 
responsibility ; and . . . any Social Security Scheme 
should stress the obligation of the individual to make 
at least part of his contribution directly to the 
functioning and costs of the Scheme.” 


HEPATO-LENTICULAR DEGENERATION 


In his original description of hepato-lenticular degenera- 
tion S. A. Kinnier Wilson’ suggested that unknown 
poisons damage the brain and liver. The offending sub- 
stance has since been shown to be copper. It is deposited 
in the tissues as the result of a rare inborn error of 
metabolism, inherited as a recessive trait. Several 
clinical varieties of the disease are recognized.?* In 
about three-quarters of the patients signs of lenticular 
damage predominate. Tremor and rigidity, similar to 
those of Parkinson's disease, begin in childhood or 
adolescence. At first unilateral, they gradually spread 
throughout the whole body and are accompanied by 
dysarthria and euphoria and later by mental deteriora- 
tion and wasting of muscles. Liver disease is clinically 
unobtrusive in this group, but it can be detected by 
suitable investigations. In 20% of cases portal cirrhosis 
accounts for the symptoms, though the characteristic 
neurological signs are also present. A small proportion 
of patients develop cirrhosis without at any time show- 
ing evidence of lenticular damage (“ abdominal Wilson’s 
disease™),* and a few develop tremor and rigidity, 
usually in middle age, with no abnormality of the liver. 
The course of the disease may vary from an acute ful- 
minating illness to a chronic illness lasting as long as 
40 years ; the usual length is four to five years and the 
outcome is invariably fatal. The characteristic Kayser— 
Fleischer rings, which are made up of deposits of copper 
giving a greenish-brown colour to the cornea near the 
limbus, are present in about 90% of patients, but exami- 
nation with the slit lamp may be necessary for their 
detection. Hepato-lenticular degeneration has to be 
distinguished from Parkinson's disease, disseminated 
sclerosis (by the absence of pyramidal signs), and other 
forms of portal cirrhosis. 

Much recent research has been directed towards 
elucidating the biochemical faults in Wilson's disease. 
Copper is absorbed from the gastro-intestinal tract in 


greater than normal amounts, and though excreted in 
excess in the urine too much is retained in the body.’ 
This is deposited chiefly in the brain, liver, kidneys, skin, 
and cornea. Normally over 95% of the metal is trans- 
ported in the serum bound to an alpha-2 globulin in the 
form of the blue pigment, caeruloplasmin. This is 
diminished in Wilson's disease,* though the total copper 
in the serum may be not much below normal (90- 
120 wg. per 100 ml.) because of an increase in the other 
copper fractions. Estimation of serum copper is therefore 
of little value in diagnosis, but copper-oxidase activity 
apparently reflects accurately the amount of coerulo- 
plasmin, and is said to be a reliable and simple test for 
hepato-lenticular degeneration.’ * In addition to copper, 
amino-acids are excreted in excess in the urine,’ and, since 
blood levels are normal,'’ this must indicate a tubular 
defect in reabsorption. Tests for amino-aciduria and 
cupriuria have often been done to aid diagnosis, but the 
methods are somewhat laborious for routine use. A point 
of more practical interest is that uric acid also appears to 
be lost in the urine through tubular failure, and this 
leads to a fall in the level of uric acid in the blood, which 
is much simpler to estimate.’ Biopsy of the liver 
reveals a picture indistinguishable from classical portal 
cirrhosis. Attempts to demonstrate the deposition of 
copper in the liver during life have not been very 
successful, though L. L. Uzman'* has recently described 
a histochemical method based on the staining of copper 
by rubeanic acid in alcohol which he claims can be 
applied to liver biopsy specimens. However, abnormali- 
ties of copper metabolism may be found in cases of 
portal cirrhosis, and deposition of copper in the liver 
has been reported in this condition also.'* 

In spite of much new information the underlying cause 
of Wilson's disease remains obscure. One view is that 
the tissues are poisoned by copper as the result of a 
combination of decreased synthesis of caeruloplasmin 
and increased intestinal absorption of the metal.’ The 
amino-aciduria therefore is secondary to damage to the 
renal tubules. Uzman,‘ on the other hand, believes the 
primary defect to be an abnormality of protein meta- 
bolism resulting in the production of specific dicarboxylic 
amino-acid peptides which block the reabsorption of 
amino-acids (and probably uric acid) by competition in 
the renal tubules. The peptides presumably also act as 
chelating agents in depositing copper in the tissues. It 
could be argued, however, that the disturbance in protein 
metabolism arises as the result of the liver damage, and 
that the latter itself is connected with the amino-aciduria, 
a theory that has been put forward to explain the occur- 
rence of cirrhosis in some patients with Fanconi’s syn- 
drome. Until recently nothing was known to influence 
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the steady downhill course of the disease, but there is 
now some evidence that improvement may follow 
treatment with dimercaprol (B.A.L.)..*"* This drug 
increases the excretion of copper by the kidneys, and the 
fact that it gives benefit supports the view that retention 
of copper in the tissues is responsible for the damage. 
Treatment with newer chelating agents might likewise 
be effective, together with copper-free diets if these could 
be prepared simply and cheaply, but more information 
is needed about the underlying fault before rational 
therapy can be planned. Early diagnosis, especially of 
the “ incomplete” forms, is imperative if a drug such as 
B.A.L. is to be used to greatest effect. For this purpose 
estimations of uric acid in the blood and copper-oxidase 
activity, together with histochemical examination of liver 
biopsy material, may be carried out on the patient and 
his family. 


THE PSYCHIATRIST AS AN ADMINISTRATOR 


With the coming of the National Health Service the 
management committee of King Edward's Hospital 
Fund for London had to make adjustments to meet the 
changing financial circumstances. Finding it would no 
longer be necessary to spend the Fund’s income mainly 
on maintenance grants to what had been till then the 
voluntary hospitals of London, they wisely decided to 
devote some part of their resources to the training and 
further education of the men and women who would 
hold key positions on the staffs of the new hospital 
boards and management committees. As a result 
residential staff colleges were established for hospital 
administrators, for matrons, and for ward sisters, and in 
addition a school of hospital catering was founded and 
is now happily placed at the St. Pancras Hospital, an 
offshoot of University College Hospital. Most of the 
courses provided have been of short duration, from one 
to three months, though the training course for matrons 
lasts ten months, and the recently introduced national 
training course for hospital administrators, which the 
Administrative Staff College shares with the University 
of Manchester, has a span of three years. 

A number of medical men and women have attended 
some of the short courses in hospital administration, 
but until this year no course had been arranged solely 
for members of the medical profession. The report’ of 
a committee of the Central Health Services Council on 
the internal administration of hospitals dealt at length 
with the much-discussed problem of medical administra- 
tion in hospitals, and one of its conclusions was that in 
a mental hospital (say, of more than 250 beds) “the 
ordinary problems of medical administration make the 
appointment of a medical administrator acceptable.” 
When, therefore, a strong plea was made to the Fund 
to provide a trial course of study for physician- 
superintendents of mental hospitals, the Fund's Adminis- 
trative Staff College was invited to see what it could do 
in the matter. A small group of physician-superin- 
tendents spent two days in the college discussing the need 
for such a course, and, once the need was established, 
the content of the course and who should be invited to 
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attend it. In the end the group planned a four weeks’ 
course and agreed to submit themselves, together with 
some others whose names they suggested, to an initial 
experiment—the first essay of the King’s Fund in the 
field of postgraduate education. The syllabus of this 
first course, held a few weeks ago, covered a wide range, 
the main theme, perhaps, being the role of the physician- 
superintendent as a leader in group therapy and the kind 
of administrative framework in which the role could 
best be fulfilled. Visiting speakers were drawn from a 
wide range of occupations. Every member of the course 
was able to speak his mind freely, and the result was a 
most stimulating four weeks, with interest maintained 
right to the end. On the last day the members reviewed 
the syllabus and suggested some useful amendments for 
the next course, which it is hoped may be held in about 
a year’s time. The value of such a course has been 
amply demonstrated. As things are, the patients in a 
mental hospital certainly benefit from the work of the 
medical administrator, and something more than “ train- 
ing on the job” can be of help to him. 


WELFARE FOODS 


Since the war the number of people taking the vitamin 
supplements supplied by the State has been much below 
the number entitled to them. In 1948, for example, the 
uptake of orange juice was 36% and in 1955 it was 30%. 
The figures for cod-liver oil were 34% in 1948 and 19% 
in 1955, while those for vitamin tablets were 37% and 
32%. These figures, taken from a report' published 
last week by a committee of the Central and Scottish 
Health Services Councils, illustrate one feature of the 
background against which this committee was asked just 
over a year ago to advise on the present need for wel- 
fare food supplements other than milk. Another feature 
is the relatively higher standard of living now enjoyed 
by many wage-earners in contrast to the years between 
the wars. Again, the committee had to consider not 
only whether there is a need for these focd supplements 
but whether any of them are doing harm by being taken 
in excessive doses. Finally, it had become evident that, 
to quote the report, “ those whose diets are least likely 
to be adequate make least use of the service.” 

In a field of study such as this, where facts are few 
and opinions vehement, it is not surprising that the com- 
mittee does not suggest any drastic changes. “Much of 
the evidence,” it says, “has been neither firm nor 
unequivocal,” but it does find that scurvy is almost 
non-existent after the age of 2 years. It therefore 
recommends (with two dissentients) that orange juice 
should be supplied up to the age of 2 but not thereafter. 
The problem of vitamin D is mainly to decide what 
part, if any, it plays in the aetiology of hypercalcaemia. 
A committee of the British Paediatric Association 
reported last year? that infants should be safeguarded 
from the possible risks of getting too much of this 
vitamin. Some figures it published showed that an 
infant on a commonly recommended diet would receive 
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about 4,000 iu. a day. This is in striking contrast to 
the recommendation of a Medical Research Council 
conference that the intake should be about 400 i.u. a 
day, a figure the present report adopts. The committee 
recommends—and by no means too soon—a reduc- 
tion in the strength and dosage of national cod-liver 
oil to be made available to children up to the age of 
5 ; while the level of vitamin D in infants’ cereals should 
be reduced. As to nursing mothers, the committee 
recommends that orange juice and vitamin A and D 
tablets should continue to be supplied, though there is 
no firm clinical evidence of hypovitaminosis among 
them. It may be questioned whether orange juice is 
the cheapest and most effective way of prescribing 
ascorbic acid. 

Its terms of reference restricted the committee to con- 
sidering the more specifically medical features of the 
State provision of welfare foods, but it nevertheless did 
comment on the distribution of them, saying that the 
arrangements should be kept constantly under review. 
The question that must have occurred to its members 
is whether the people who are taking the welfare foods 
are receiving much or any benefit from them. In other 
words, are these foods going mainly to people whose diet 
is already adequate enough to preclude the need for 
them? Is the Government guilty of over-prescribing 
because it sees the shadow of another Government 
promising more round the corner ? The evidence rather 
points that way, but more facts need to be gathered. 


CIRCUMSCRIBED MYXOEDEMA 


Though a recent, but not complete, review! of the litera- 
ture on circumscribed or pretibial myxoedema reports 
only 149 cases, it cannot be very rare, for it occurs in 
about 3% of patients with toxic diffuse goitre. Many 
examples probably go unrecognized, because the condi- 
tion does not usually give rise to discomfort or dis- 
ability.2 P. Watson-Williams® in 1895 seems to have 
been the first to describe pretibial myxoedema ; his 
patient was a woman with Graves’s disease, and until 
W. R. Trotter and K. C. Eden* published an important 
paper on this subject in 1942 little interest was taken in 
the condition except by dermatologists. 

Clinically, certain features are usually present. The 
patient may complain of vague aching in the legs, but 
more often the condition is only discovered on routine 
examination of the lower limbs of patients with hyper- 
or hypo-thyroidism and exophthalmos. It is doubtful 
whether pretibial myxoedema ever occurs in the absence 
of exophthalmos. The lesions first appear on the 
antero-lateral aspect of the lower half of the legs and 
later extend, sometimes as far as the knees, to the back 
of the legs and on to the insteps. The condition is 
usually bilateral and the skin is raised in irregular firm 
swellings, the surface being dimpled and faint pink or 
brown or unaltered in colour. ‘Coarse hairs may be seen 
over the swellings, and sweating may be a feature. In 
the course of years spontaneous disappearance of the 
lesions may occur. Two of the three patients described 
by R. S. M. D. Inch and C. F. Rolland® had gross 


clubbing of fingers, an observation which seems to be 
unique. 

The aetiology is unknown, but the condition seems 
always to be associated with past or present thyro- 
toxicosis. In this respect and in its clinical manifesta- 
tions it differs from the rare lichen myxoedematosus, 
another condition in which deposits of mucin are found 
in the skin, usually in papules but sometimes as a diffuse 
infiltration.* Pretibial myxoedema is most commonly 
first seen between the ages of 40 and 48, and the male— 
female ratio is 1: 1.8 in contrast to the ratio of 1:44 
in toxic goitre. The course of the condition being so 
similar to that of progressive exophthalmos, it is probable 
that they have the same aetiology.’ In Trotter and 
Eden’s series some patients developed both conditions 
simultaneously after thyroidectomy, but in half of them 
pretibial myxoedema appeared before treatment of the 
thyrotoxicosis. 

Hypothyroidism does not usually result in an increase 
of mucin in the skin, though the term “ myxoedema ” 
suggests that it does.‘ In pretibial myxoedema, however, 
a considerable amount of material is deposited which 
stains with thionine blue, a reaction regarded as specific 
for mucin. Exophthalmos does not seem to result from 
a similar deposition of mucin in the orbit but from 
retraction of the lids, swelling of the extra-ocular muscles, 
and oedema of the orbital tissues, though the problem 
of its cause is still unsolved.** The common factor in 
the causation of exophthalmos and pretibial myxoedema 
has been thought to be overproduction of the thyroid- 
stimulating hormone (T.S.H.) of the anterior part of the 
pituitary gland in the absence of normal thyroid secre- 
tion.*** I. C. Gilliland and J. 1. Strudwick,"' however, 
found that, while thyrotoxicosis with severe eye signs 
is associated with a raised level of T.S.H. in the serum, 
this is comparable with the rise found in spontaneous 
myxoedema, in which proptosis does not occur. In 
thyrotoxicosis without severe exophthalmos the level of 
T.S.H. is not raised. They concluded that T.S.H. alone 
is not the cause of exophthalmos, but that some other 
factor which may also be of pituitary origin is involved. 
This view is supported by the work of A. Querido and 
L. D. F. Lameyer,’? who found no relation between 
T.S.H. level in the serum and exophthalmos, though the 
level was high in a patient with post-operative myx- 
oedema, slight proptosis, and pretibial deposits. 

As might be expected, the treatment of this obscure 
condition is unsatisfactory. Thyroxine given by mouth 
or by local injection, administration of cortisone, the 
injection of hyaluronidase, and simple measures such as 
massage and radiant heat are all ineffective and cause 
only temporary and slight improvement. Clearly this 
disease requires much further investigation. 
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THIRD PLENARY SESSION—CARE OF THE DYING 
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The chairman, Dr. T. H. Bates (Newcastle upon Tyne), said 
that the advent of such drugs as insulin, liver extracts, and 
antibiotics had increased the expectation of life, but in spite 
of research the proportion of older persons in the popula- 
tion increased faster than the application of solutions to the 
problems of the aged sick. The incidence of chronic disease 
rose considerably with age: at 40 years of age only 10 per- 
sons in 1,000 suffered from some form of chronic disease, 
whereas at 80 years of age the number rose to 70 persons 
per 1,000. In Newcastle, which had a population of 300,000, 
there were 30,000 persons over pensionable age, and of 
those 10,000 required some form of attention, so it would 
appear from a domestic point of view that the community 
was already bearing as large a burden as it could manage. 
It had been stated that about 10% of the old people were 
confined to their homes because of physical or mental 
deterioration. It was fitting that the medical profession, 
together with the Church, through the Lord Bishop of 
Durham, should give time at the Annual Representative 
Meeting to consider the great and human problem of the 
care of the dying. 


Treatment in General Practice 


Dr. lan D. Grant (Glasgow), in opening the discussion, 
said that after more than 30 years in general practice it still 
amazed him to see how few patients were aware that they 
were dying, and, of the few who were so aware, how little 
they seemed to fear the approach of death. When cure was 
no longer possible it was the duty of the practitioner to 
bring contentment and comfort to his patients and to try 
to lighten the burden of their afflictions. In his view, how- 
ever, that did not mean necessarily that he should seek 
merely to prolong life. There were times when Dr. Grant 
said he had less and less sympathy with the superhuman 
efforts intended merely to extend life in old age. The 
complete curtailment of activities, skilled nursing, and the 
assiduous care of the doctor were apt, all too frequently, to 
carry the aged patient tottering past the danger point and 
then leave him a helpless wreck of humanity. 

The phrase “ death agony ™ was, in his opinion, ill chosen. 
In the ordinary way death came peacefully or, if not, could 
easily be made so by sedative and analgesic drugs. Rela- 
tives should not try to call back into activity a mind that 
was fitfully wandering, and, above all, there should always 
be present a good nurse able and will xg to give every help 
and comfort to the patient. More hospital accommodation 
should be available for the moribund. It was wrong that 
so many old people died in crowded and squalid surround- 
ings, often with young children crying or playing in the 
death-chamber. Nowadays the Welfare State did much for 
youth ; should it not be a first priority to provide adequate 
hospital and nursing care for those who had served their 
country well and whose life was drawing to a close ? 

For those overtaken by grave injury by accident or in 
battle, the first need should be to ease pain, and for that 
purpose he advocated using morphine freely. Someone 
should always be at their side to take note of any message 
and to render them any service they could. 

In general practice it was found that senile patients 
lingered on for months, and, although their faculties were 


almost completely gone, careful nursing was essential. If 
possible they should get out of bed for a little each day, 
and their joints must not be allowed to stiffen. In the treat- 
ment of malignant cases it was well to withhold morphine 
as long as possible, for the patient so very quickly developed 
tolerance to the drug. Amidone, dihydrocodeine, codeine, 
and the barbiturates all had their uses in the less painful 
stages, but when the misery of the patient became 
desperate, as in advanced cancer of the tongue or secon- 
daries in the bones, then the Waters of Lethe should not be 
spared ; then the doctor’s first duty was to relieve pain and 
to induce merciful oblivion. 

So often the general practitioner's problem was a dual 
one—to care for the dying and to care for their relatives. 
No one should be allowed to remain on nursing duty night 
and day, and the relative must have an occasional change 
of environment. There was nothing callous or heartless in 
a daughter going to a picture theatre or a dance even though 
a parent was gravely ill with a chronic disease. The morale 
of relatives must be maintained, and for that purpose some 
of the tranquillizers were of value both for patients and 
for relatives. 


Surgical Treatment 

Professor A. G. R. Lowpon (Newcastle upon Tyne), deal- 
ing with the surgical aspect, said that the surgeon who was 
responsible for the care of a dying patient must be con- 
cerned, like any other doctor, with all aspects of the prob- 
lem ; but in the circumstances he must limit himself to 
consideration of the operative measures which were designed 
to relieve the patient when cure was impossible—so-called 
“ palliative ” operation. By common usage the term “ pallia- 
tive” was applied to those operations which relieved the 
distress of a patient whose inevitable death could be fore- 
seen within a short time, and it was with that type of case 
that surgeons were concerned. In practice that applied, with 
few exceptions, to patients suffering from incurable cancer. 

The object of the operation in those cases was primarily 
to relieve distressing symptoms and usually only secon- 
darily to prolong life. That might be done in various ways. 
Sometimes the removal of the primary tumour was advis- 
able even in the presence of metastases. Sometimes a dis- 
tressing and dangerous complication could be obviated by 
an indirect measure such as the by-passing of an obstruct- 
ing lesion in the bowel. Valuable palliation could be 
afforded to some patients with metastasizing carcinoma of 
the breast by the operation of bilateral adrenalectomy. In 
other cases the indications might be for minor operative 
procedures such as paracentesis of effusions in pleural or 
peritoneal cavities. Occasionally the surgeon could offer 
relief from pain by an operation on the nervous system. 
In abdominal disease a simple laparotomy might be advis- 
able both to confirm the diagnosis and as a gesture giving 
some hope to the patient. 

The surgeon often had to answer the question, “Is it 
cancer?” His answer should seldom or never be such 
as to deprive the patient of all hope. 


Radiotherapeutic Treatment 


Mr. C. J. L. Tourcar (Newcastle upon Tyne) said that the 
care of the dying in so far as it concerned the radiotherapist 
meant, in practice, the care of the patient dying from cancer. 
Although radiotherapy was used for many conditions other 
than malignant disease, it had little or no place in the treat- 
ment of the terminal phase of those illnesses. 

As in any specialty in medicine, psychological care was 
not the least important aspect of the treatment, and the 
radiotherapist should always try to maintain an encour- 
aging attitude. If he was asked by the patient whether the 
condition treated was cancer, or if there was any hope, he 
should frame his reply according to his assessment of the 
patient’s temperament and intelligence. Physical treatment 
should be reserved for those patients suffering from pain or 
distress for which real relief could be given. If the symp- 
toms were relatively slight or readily controlled by drugs 
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despite the hopeless prognosis, radiotherapy should be with- 
held or deferred. It should not be given for purely psycho- 
logical reasons in order that something should be done, as 
that tended to bring the method into disrepute. 

In any palliative procedure the duration of the treatment 
should always be considered in relation to the likelihood of 
substantial benefit. If the expectation of life was measured 
in months, some weeks of that time should not be occupied 
in a complicated treatment involving stay in hospital or 
daily travelling. Palliative treatment should be as short as 
possible, though the dose of radiation to be delivered had 
often to be considerable. A fairly large dose in a rela- 
tively short time by the simplest possible means should be 
the aim of the radiotherapist. Considerable experience was 
needed to judge the technical factors involved if the treat- 
ment was to be effective without producing troublesome 
local or systemic reactions. 

The use of radiotherapy merely for growth restraint in 
malignant disease was not always justified, since, in assess- 
ing palliation, time was not everything and the quality of 
survival must be taken into account. Certain advanced 
tumours might be kept temporarily in check while their 
extensions progressed, producing pain and misery—which 
was no kindness to the patient or his relatives. It had been 
aptly said that it was no part of one’s duty to prolong the 
act of dying. 


Medical Treatment 


Dr. R. Boptey Scorr (London) said that the work of 
the consulting physician brought him into contact with the 
earlier stages of fatal disease. He was less closely con- 
cerned with the death-bed, where the general practitioner 
was properly in command. There was a sense in which 
the patient whose illness was a fatal one could be regarded 
as dying even before he was incapacitated, and that period 
raised problems of management as complex as those of the 
terminal phase. The decision of what and how much to 
tell the patient immediately arose. It was wantonly cruel 
to deprive him of all hope, because modern existence did 
not condition us to the idea of death's inevitability in the 
way that a simpler life did, and resignation was nowadays 
a rare virtue. 

The patient’s happiness was best served by encouraging 
him in an aggressive attitude to his disease—to keep at 
work and to live a normal life until physical disability 
made it impossible. That could be achieved only by a 
doctor of equally aggressive spirit. Every available means 
of procuring even temporary and partial remission of disease 
should be exploited, but he must distinguish between pro- 
longing life and prolonging the act of dying. He was con- 
vinced that the use of hormones in some forms of dissemi- 
nated malignant disease and of the antimetabolites in acute 
leukaemia and methods of that type should be exploited to 
the full. During the final stage it was the doctor's duty to 
show himself ready and anxious to keep physical pain under 
complete control, and by that means alone he would help 
to instil the confidence and courage which the patient needed 
to face death with dignity. 


Spiritual Care 

The Lord Bishop of Durham, Dr. Maurice H. Har.anp, 
submitted that the fact of primary importance in considera- 
tion of the question of the care of the dying was, Why are 
we here at all in this world ? What is the purpose of our 
life and our existence? What was certain was that death 
was inevitable and inescapable by everyone. No medical 
skill or scientific knowledge could ever hope to prolong life 
indefinitely, and it would, indeed, be more than a doubtful 
blessing if it could. The Christian faith held that the mean- 
ing and purpose of life in this world was that it was the 
preparation for eternity. In his view, the use of the word 
“hope” when used in the context of their discussion must 
include the very hope of our existence—our final destiny 
for which we were made and for which we are being condi- 
tioned by our manner of life in this world, and the way in 
which we met its challenges and its changes. 


in the care of the dying, as of the sick, the work of 
doctors, nurses, and the clergy was complementary. It 
should be a partnership of all three wherever possible. The 
nurse was particularly important, because she was with the 
patient more than anybody else, and her personality as well 
as her skill exercised a profound influence upon the patient. 
Naturally, doctors, nurses, and clergy all approached their 
task from different standpoints, but, roughly speaking, the 
general purpose and object were the same—namely, to bring 
comfort in the fullest sense of the word, relief from fear 
and pain, and an easy passing from time into eternity. 

People varied considerably in their attitude to approaching 
death according to their temperaments, their convictions, and 
their circumstances. Anyone suffering intense pain was 
hardly capable of thinking at all. Their overwhelming 
desire was to obtain relief. Doctors knew what drugs could 
be administered to that end and when they should be 
administered ; but one would imagine that the standpoint 
of the doctor was chiefly concerned with the treatment of 
the particular disease. There had been such wonderful 
advances made in the world of medicine and surgery that 
there was every encouragement for hope; yet the fact 
remained that the doctor was always fighting a losing battle. 

Along with his professional and scientific work, the doctor 
met from time to time many difficult personal questions and 
problems. What was he to say when asked, “ Am I going 
to get better?” or, “ Doctor, am I going to die?” What 
was he to do when his patient was in the grip of the terror 
of death ? No doubt some sort of injection could be given 
to calm the patient down, but the feeling of dread might 
well result from a desire, conscious or unconscious, for 
spiritual aid and comfort. There were many doctors who 
by the force of their own Christian faith and convictions 
were well able to deal in large measure with that need, but 
in his own experience he had known many doctors who had 
recognized the place of the clergyman and his ministry 
when that clergyman had been trained to be a true pastor 
to all who were sick or in trouble. The standpoint from 
which the clergyman approached the subject was always the 
relationship of the patient with God. The clergyman’s first 
duty was to establish a bond of sympathetic contact with the 
patient, and when he had succeeded in doing that his 
ministrations would have results beyond all powers of 
expression. 

On the question of when should patients be told of 
approaching death, the Bishop of Durham suggested that it 
should be withheld as long as possible. “ You must not 
deprive them of the last joy on earth, which is hope,” he 
concluded. 


THE SECTIONS 
SECTION OF NEUROLOGY 


Thursday, July 18 
Cerebral Vascular Disease 


The president, Dr. HUGH GARLAND (Leeds), took the chair 
and explained that, owing to the unavoidable absence of the 
opening speaker, Dr. RayMOND ADAMs (Boston, Mass.), he 
would read Dr. Adams's paper on “ Recent Developments in 
Cerebrovascular Diseases.” He said that the “ stroke case,” 
formerly neglected, was now being subjected to the scrutiny 
of medical scientists, with promise of substantial gain in 
knowledge both of vascular diseases and of the function 
of the human nervous system. A comprehensive classifi- 
cation of cerebral vascular disorders might include nearly 
40 diseases under nine main headings, but most of these con- 
ditions were in the end attributable to hypertension and 
atherosclerosis : the ultimate solution of problems in this 
field might be achieved by whoever learnt the secrets of 
these two conditions. Subarachnoid and intracerebral hae- 
morrhage from ruptured aneurysm or angioma was a less 
serious problem since the advent of cerebral arteriography, 
and its mortality could be greatly lessened by surgical 
treatment under hypothermia. The hypertensive cerebral 
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haemorrhage, fatal in about 75% of cases, was more serious 
and its exact mechanism was still not known. In con- 
sidering occlusive cerebrovascular disease, Dr. Adams re- 
garded thrombosis (40% of strokes) and embolism (25%) as 
the most frequent lesions. In cases of embolic stroke, long- 
term anticoagulant therapy might greatly reduce the inci- 
dence of subsequent episodes. In presumed cerebral! in- 
farction many factors might play a part, including arterial 
narrowing, the existence and efficiency of anastomotic 
channels, and other “ ischaemia-modifying factors,” includ- 
ing the level of the blood pressure, oxygenation, and vascu- 
lar spasm. The recent recognition of recurrent cerebral 
ischaemic attacks resulting from insufficiency of either the 
carotid or vertebral arterial system was most important, as 
these episodes might herald an oncoming stroke and the 
latter might be avoided by anticoagulant therapy. Dr. 
Adams concluded that many mechanisms played a part 
in the production of cerebral vascular disease, and the 
neurologist must understand the nature of those diseases 
of other organs and systems which could affect the cerebral 
circulation. 
Subarachnoid Haemorrhage 

Dr. J. MacDonatpD Hotmes (Stafford) described the 
medical management of cases of subarachnoid haemorrhage. 
He said that subarachnoid haemorrhage was one of the 
most common and rapidly lethal of neurological emer- 
gencies, and the physician dealing with such cases had 
several responsibilities, not only those of diagnosis and con- 
servative treatment, but, above all, the selection of cases 
suitable for surgical treatment. Nowadays it was not enough 
to make a nominal diagnosis of intracranial haemorrhage, 
but the source of the bleeding should be located and its 
cause determined. For this purpose carotid angiography 
was essential, and this procedure should be used much more 
widely in general hospitals which had no neurosurgical de- 
partment. Dr. Holmes had studied a consecutive series of 
100 cases seen in the acute phase of the illness between 
1936 and 1951; all were managed conservatively, and the 
initial mortality rate was 43%, but a further 8 patients died of 
recurrent bleeding subsequently, giving a total mortality of 
51%. Since 1952 he had reviewed a further 100 cases, un- 
fortunately not consecutive. Angiography was carried out 
in 49: 23 cases were treated surgically, with 5 deaths, 
giving a surgical mortality of 21.5%. The total mortality 
in the whole series was 35%. Dr. Holmes suggested that 
the possibility of surgery should be considered in all cases 
at an early stage of the illness and that the management of 
the case by the physician should have this end in view. 


Radiological Investigation 

Dr. James Butt (London) described methods of radio- 
logical investigation in cases of cerebral vascular disease 
He pointed out that the introduction, little more than a 
decade ago, of the technique of percutaneous cerebral 
angiography had provided a fresh stimulus to the more 
accurate diagnosis and better treatment of cases of this 
nature. In subarachnoid haemorrhage, for instance, the 
method was invaluable. In a series of 461 cases of sub- 
arachnoid haemorrhage studied up to 1954, carotid arterio- 
graphy revealed aneurysms in 54%, arteriovenous malform- 
ations in 11.5%, and cerebral, cerebellar, or brain-stem 
haemorrhage in 7.5% : no lesion was demonstrated in 27%. 
A further series of 574 cases occurring in 1955 and 1956 
gave similar findings, except that arteriovenous malforma- 
tions accounted for only 6.1%. During the past 10 months 
practically all cases in which no lesion was demonstrated 
on either carotid tree had been submitted to vertebral angio- 
graphy. Of these 250 cases, the carotid arteriograms gave 
positive information in 171 (68.4%). Vertebral arterio- 
graphy was carried out in 71 of the remaining 79 cases, and 
lesions were demonstrated in & of these (3 aneurysms, 4 
angiomas, | haematoma); the findings were negative in 60 
cases, and in 3 the angiogram failed. Whatever might be 
the cause of the bleeding in cases with negative angiograms, 
the prognosis in this group of patients appeared to be good. 


Dr. Bull remarked that angiography had also brought into 
prominence certain other features of strokes, and retrospec- 
tive clinical analysis had led to a greater accuracy of 
clinical diagnosis, Angiomas had been shown to be much 
more common than was formerly realized, while thrombosis 
of major vessels such as the common or internal carotid, 
the anterior, middle, and posterior cerebral, and the basilar 
arteries might be diagnosed with certainty in life. Differ- 
entiation between a stroke and a neoplasm or subdural 
haematoma might sometimes be impossible by clinical 
means, but angiography would usually establish the correct 
diagnosis. 


Surgical Treatment 

Mr. Murray Fatconer (London) discussed the surgical 
treatment of spontaneous intracranial haemorrhage. He 
pointed out that this condition (excluding chronic subdural 
haematoma) occurred in two main forms, first intracerebral, 
and secondly subarachnoid haemorrhage. Both could occur 
at any age, though they happened most often after the age 
of 40. Primary intracerebral haemorrhage was much the 
more common and was usually rapidly fatal, though a 
few cases survived for some days and then showed the signs 
of a space-occupying lesion, Primary subarachnoid hae- 
morrhage was less common and was due to a leaking intra- 
cranial aneurysm in about 75% of cases or to a bleeding 
arteriovenous malformation in a further 5 to 10%. Within 
a few days 30% of cases died, and in the next | to 8 weeks 
a further 30% died of recurrent bleeding; many of the 
survivors were disabled. 

Surgical treatment would seldom avert death in cases 
deteriorating rapidly in the first few hours or days; its 
chief value was in preventing death from recurrent hae- 
morrhage or in relieving the effects of a large intracerebral 
clot. Operation must be preceded by angiography for diag- 
nosis and localization, and was best carried out a week 
after the ictus. Aneurysms could then be dealt with by 
carotid ligation or by intracranial operation, and arterio- 
venous angiomas by excision (preferably) or by clipping the 
feeding arteries if they were too large to be excised. All 
iarge intracerebral clots should be evacuated even if the 
lesion responsible was not apparent. With increasing ex- 
perience the mortality rate of surgical treatment in this type 
of case could be less than 10%, and follow-up studies 
showed that subsequent recurrent bleeding was rare. 


The Management of Strokes 

Dr. F. A. Extiottr (London) concluded the symposium by 
reading a paper on the management of strokes. The rising 
mortality and morbidity from cerebrovascular disease in 
ageing populations emphasized the need for improved 
methods of prevention, diagnosis, and treatment. Necropsy 
findings had revealed a high rate of erroneous diagnosis, 
and for rational treatment to be applied it would be neces- 
sary to distinguish with greater accuracy between haemor- 
rhage, thrombosis, softening without occlusion, embolism, 
and the much-debated arterial spasm. The treatment of 
cerebral haemorrhage by means of drugs designed to reduce 
the blood pressure might be desirable theoretically but was 
risky in practice, while for thrombosis and embolism the 
value of anticoagulants -had yet to be determined. Stellate 
ganglion block did not increase cerebral blood flow in 
hypertensive and arteriosclerotic persons, but the intraven- 
ous administration of 50 mg. of tolazoline or of 100-200 
mg. of papaverine would occasionally produce striking im- 
provement in cases of thrombosis or embolism. The in- 
halation of 5% carbon dioxide in oxygen led to profound 
vasodilatation, but could not he tolerated for more than a 
few minutes. Dr. Elliott stressed that the careful nursing 
of these patients was essential and that antibiotics should 
be given to prevent infection: he advised heroin for head- 
ache and paraldehyde for restlessness. All fats of animal 


origin should be eliminated from the diet, or at least 
severely restricted, for these increased blood viscosity and 
coagulability and decreased the action of plasma fibrino- 
lysins. 


Other methods for increasing fibrinolytic activity 
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and for producing vasodilatation were being developed. Re- 
search workers should aim at devising therapeutic methods 
which could be used by the family doctor, who saw these 
cases in the earliest stages. 


SECTIONS OF RADIOLOGY AND SURGERY 
Wednesday, July 17 


Radiological Investigation of the Biliary Tract 
With the president of the Section of Radiology, Dr. S. 
Wuatety Davipson (Newcastle upon Tyne), in the chair, 
Dr. S. D. Scorr Park (Glasgow) opened a discussion by 
the combined Sections of Radiology and Surgery on the 
radiological investigation of the biliary tract. 

Dr. Scott Park said that there were two contrast media 
that he used at present: iopanoic acid was given orally and 
“ biligrafin” intravenously. The choice of medium de- 
pended largely upon the part of the biliary tract which it 
Was most important to see clearly. He and his colleagues 
had made a comparative study in 1954, giving both media 
in turn to 100 patients. They found that biligrafin showed 
the main biliary ducts rapidly and completely in 97% of 
cases. The gall-bladder was usually seen within 90 minutes, 
although its shadow was faint and often of poor diagnostic 
quality. Using iopanoic acid they needed fewer films and the 
gall-bladder shadow was usually of better diagnostic quality. 
By giving an intense fatty meal the cystic and upper part of 
the common bile duct had been outlined in 84% of cases. 
Provided the gall-bladder had filled, there had been no 
calculi undiagnosed with iopanoic acid, whereas 9 calculi were 
missed with biligrafin. Biligrafin, however, was undoubtedly 
superior when the distal part of the common bile duct had 
to be seen, and only biligrafin could be used after chole- 
cystectomy. 

The speaker then turned to the pathological gall-bladder. 
He felt that in acute cholecystitis the examination was 
almost bound to fail and might aggravate the inflamma- 
tion; it was therefore contraindicated. In chronic chole- 
cystitis, and particularly in the mild case when clinical diag- 
nosis was difficult, the radiological signs were often equi- 
vocal. With iopanoic acid, neither the time of appearance of 
the shadow, its density, nor its rate of emptying was con- 
clusive evidence of disease. With biligrafin, if no shadow 
appeared, the gall-bladder was almost certainly diseased but 
the pathology remained unknown, In cases where iopanoic 
acid gave little or no shadow and yet biligrafin gave a good 
shadow, cholecystitis was probably present. 

_ Dr. Scott Park finished by pointing out that in the pre- 
sence of a serum bilirubin over 4 mg. per 100 ml. any form 
of cholecystography would probably fail. 


Radiological Investigation after Cholecystectomy 

Dr. J. D. Dow (London) confined his remarks to bili- 
grafin examinations after cholecystectomy. He endeavoured 
to answer three questions: 

Firstly, what was the normal appearance of the common 
bile duct after cholecystectomy, and did it undergo physio- 
logical dilatation ; secondly, what were the causes of a 
dilated common duct, visible on a biligrafin examination, 
and was it ever due to biliary dyskinesia; and, thirdly, 
were there any other appearances visible which could be 
definitely related to the patient’s symptoms ? 

From his series of cases he concluded that physiological 
dilatation of the common duct did not occur after chole- 
cystectomy. In addition he found that, in all of six cases 
in which dilatation of the common duct was present before 
operation, the duct returned to normal over one or two 
years after the causative obstruction had been relieved. In 
_endeavouring to answer the second question, Dr. Dow re- 
viewed the histories of 32 patients with dilated common 
ducts. In 26 of these, operation confirmed the presence 
of stone in the duct; one patient had a stricture and two 
had stones demonstrated by biligrafin cholangiogram, while 
in two others there was strong clinical evidence of a stone. 


He therefore reached the conclusion that dilatation of the 
common duct after cholecystectomy was very strong pre- 
sumptive evidence of obstruction from stones, biliary mud, 
or stricture. 

With regard to other appearances visible on biligrafin 
films which might be associated with symptoms, Dr. Dow 
had found that kinking of the duct only occurred incidentally 
to dilatation, and that a cystic duct stump, unless contain- 
ing a stone, did not seem to cause symptoms. He also 
found that the time of greatest concentration was difficult 
to assess and therefore of limited value. Reflux into the 
pancreatic duct occurred in two patients who were thought 
to have chronic pancreatitis, but no conclusions could be 
drawn from so small a number of cases. 


Limitations of Cholecystography 

Mr. J. DupFieLp Rose (Newcastle upon Tyne) said that in 
the past great reliance had been placed on cholecystography 
as a method of investigation in biliary-tract disorder. He 
believed, however, that as carried out at present the method 
was unable to supply a diagnosis in 60% of patients with 
biliary symptoms. Classical cholecystography might give 
adequate information on gall-bladder morphology, but 
would not give precise information about the motor 
function of the biliary tract. Boyden’'s original work on 
serial cholecystography had recently been revived and elab- 
orated. By taking antero-posterior and lateral films every 
10 minutes after a fatty meal, the rate of emptying of the 
gall-bladder could be calculated and an estimate made of . 
its muscular tonus, 

The speaker then referred to a series of 200 consecutive 
cases out of which a disordered motor function, or biliary 
dyskinesia, was diagnosed in 126. Diagnosis was made pre- 
operatively and confirmed by manometric readings during 
the operation. The gall-bladder might evacuate insuffi- 
ciently (hypokinesia), and this might be associated with a 
hypotonic gall-bladder (as in atony). The treatment carried 
out was right splanchnicectomy with or without cholecyst- 
ectomy. Hypokinesia when associated with hypertonia 
suggested an obstructive lesion—either organic or spastic. 
Vagotomy had been used successfully to abolish spasm of 
the sphincter of Liitkens. On the other hand, too rapid 
emptying of the gall-bladder (hyperkinesia) could also occur 
and be associated with hypertonia or hypotonia. In the 
latter cases right splanchnicectomy had again been carried 
out, 

Mr. Dudfield Rose presented cases showing these main 
types of disorder and stressed that they had all shown a 
normal classical cholecystogram. 


Diagnostic Difficulties 

Mr. A. Dickson Wricnt (London), president of the 
Section of Surgery, agreed with the previous speaker in that 
the present method of radiological investigation of the biliary 
tract left much to be desired, and emphasized that laparo- 
tomy and even opening the gall-bladder might not necessarily 
provide a diagnosis. He felt, however, that biliary dyskinesia 
had not yet been established as a cause of the patient's 
symptoms. He personally had never seen the gall-bladder 
contract and thought that the general activity of the patient 
might play a more important part in its emptying than the 
very sparse musculature of the organ itself. i 

Mr. Dickson Wright mentioned two other methods of ibe 
cholangiography—percutaneous and pre-operative  air- 
contrast cholangiography. He added that whenever he ex- 
plored the common duct he did so via the duodenum, leav- 
ing a patulous sphincter. This did not appear to cause 
any symptoms which might be attributed to biliary dyskin- 
esia. While entering a plea for avoiding unnecessary chole- 
cystography, he pointed out that biliary colic was not a 
contraindication. Finally, Mr. Dickson Wright said that 
with the negligible mortality rates now obtaining all patients 
with gall-bladder pathology should be urged to undergo 
cholecystectomy in order to avoid such complications as 
carcinema. 
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SECTIONS OF CHILD HEALTH AND GENERAL 
PRACTICE 


Thursday, July 18 
Acute Respiratory Infections in Childhood 


The president of the Section of Child Health, Professor 
Witrram Gaisrorp (Manchester), took the chair for the 
first part of this combined session. The discussion was 
opened by Professor DonaLp Court (Newcastle upon Tyne), 
who analysed his experience of 10 years of study of respira- 
tory infection in 800 families in order “ to achieve a useful 
practical classification of acute respiratory disease on which 
we can base a rational therapy.” There were, he had 
found, two broad but distinct groups: one of colds 

bronchitis-pneumonia, much commoner in winter than in 
summer, more severe in babies than in older people, and more 
apt to be fatal in social Classes IV and V than in I and II ; the 
other of tonsillitis-pharyngitis and otitis, which had no striking 
seasonal incidence, but which in some instances persisted in 
particular families as entrenched streptococcal infection. 

Dr. Joun Fry (Beckenham) pointed out that infections 
of the respiratory tract accounted for around two-thirds 
of all work in general practice and must cost more than 
£10m. a year in treatment, but remained in many 
respects little understood. Study of the natural history of 
these infections showed a high prevalence in infancy, rising 
to a peak at about the fifth year and falling dramatically 
about the eighth year. Such facts should make doctors give 
support and explanation while the child was going through 
the catarrhal age, rather than advising tonsillectomy—an 
operation undergone each year by a quarter of a million 
children—or giving antibiotics indiscriminately. Acute 
respiratory disease was changing. By considering the 
severity of the illness, the previous history of the patient, 
and so on, the speaker had been able to restrict his use 
of antibiotics to 50% of “acute chests,” 20% of cases of 
acute otitis media, and 25% of infections of the throat. 
This had not resulted in the development of rheumatic 
fever or nephritis, nor (as he said in reply to several later 
speakers who advocated greater use of penicillin in otitis) 
to deafness. 

For the second half of the session Dr. S. WAND (Birming- 
ham), a vice-president of the Section of General Practice, 
took the chair. Dr. J. F. Goopaut (Skipton) had analysed 
his findings in 384 wheezy children, born in the period 
1937-57; nearly half of them had only a single wheezy 
episode, the others having bronchospasm more frequently. 
The onset was usually in infancy, but there was another high 
peak in the sixth year, when (as Dr. Fry had pointed out) 
infections were most prevalent but when also there were 
other stresses associated with going to school. Wheezing 
seemed to be more closely related to the respiratory infec- 
tions of winter than to allergy—urticaria was commoner, 
however, in wheezy children than in others and might be 
important in the 5% of children whose wheezing persisted 
after childhood. 

Professor C. H. Sruart-Harris (Sheffield), not being a 
general practitioner or a paediatrician, felt, he declared, like 
a displaced electron wandering off its orbit. He exploited 
this opportunity by explaining the point of view of a 
virologist, complaining of his inability to give clinical help 
promptly enough and of his subjection to the limitations 
of techniques. He then proceeded to give a series of 
character sketches of respiratory viruses: no respecters of 
anatomy, they might, in Burnett's words, “ browse over 
the respiratory epithelium,” cause necrosis or granulation, 
produce little immunity in the patient, and make their suc- 
cess in attack doubly sure by varying in antigenic construc- 
tion. After a lightning survey of the laryngo-tracheo- 


bronchitis of Beale (which is also the C.A. virus of Chanek) 
and adenoviruses (especially types 3, 4, 7, and 14, which are 
associated with acute respiratory illness), the speaker (now 
back on hi. orbit) concluded with news of Mogabgab's 
virus, which causes colds in the head. 


Dr. A. J. LampLaw (Worcester) drew attention to the work 
already being done in general practice in studying out- 
breaks of infection. He also pointed out that on the 
average a child had a respiratory infection six times a year, 
yet in only one attack in 20 could a bacterial agent be in- 
criminated as the cause. Most of the other attacks were 
probably due to viruses which are not affected by anti- 
biotics ; consequently antibiotics should not be used in such 
cases: experience with measles had shown that even their 
employment to prevent the occurrence of secondary infection 
was harmful. 

Dr. GeorGe Davison (Newcastle) reminded the audience 
that there was one condition, rheumatic fever, in which 
the use of sulphonamides or penicillin prophylaxis against 
streptococcal infection was important. Dr. A. BARKER 
(Whitstable) and Dr. Miter (Newcastle) supported the 
use of penicillin in acute otitis; Dr. ANDREW SmiTH (New- 
castle) believed that in penicillin V they now had a reliable 
oral preparation which helped the doctor to maintain the 
child’s confidence, as it did not hurt him. These were 
shafts aimed at Dr. Fry, who defended himself with agility 
and remained unrepentant. He believed that there had been 
a change in the natural history of these infections so that 
acute mastoids and running ears had become rare, and he 
described an investigation of otitis, treated by 17 separate 
practitioners, which showed no difference in outcome 
whether antibiotics were used in 98% or 30% of cases. As 
the discussion evolved it seemed that some of the disputants 
were describing “a pink drum which lost its lustre, and the 
child is well and happy” as acute otitis, while others were 
thinking of relatively neglected cases. Dr. M. W. Eppincs 
(Portsmouth), from his experiences in an area of good new 
housing, was among those who pointed out that it was the 
quality of their mothers which determined what sort of 
respiratory infections one had to attend in the children. 


SECTION OF ANAESTHETICS 
Thursday, July 18 
Barbiturates 


With a vice-president, Dr. JoaN MiLitar (Newcastle upon 
Tyne), in the chair, Dr. Eric Nusson (Lund, Sweden) 
opened a discussion on barbiturate toxicity and coma. 
Treatment with stimulant (convulsive) drugs, he said, did not 
improve the mortality. In deep coma there were loss of 
reflexes, shallow respiration, and circulatory failure. 
Oxygen lack could lead to cerebral injury ; the respiratory 
centre was too depressed to respond to concomitant CO: 
accumulation, respiration being hypoxia driven by carotid- 
body reflexes. Giving oxygen could therefore cause further 
respiratory depression, and assistance was often needed. 
The course in the past used to be stormy, with hyper- 
pyrexia, respiratory obstruction, and convulsions. Now the 
course was longer, but quieter. He recognized three clinical 
stages. In the induction stage early physiological imbalance 
demanded vigorous treatment of life-threatening complica- 
tions. In the second stage (stable coma) careful nursing 
and hourly observation of pulse and blood pressure was 
necessary, and the haemoglobin was determined every four 
hours ; this stage could be very prolonged. In the stage of 
recovery reflexes returned but shock could still occur. 
Death could result from gross overdose with depression of 
the vital centres, from circulatory failure, from uraemia, or 
from pulmonary complications. Hyperthermia was seen 
particularly in cases treated with convulsant drugs. 
Treatment at present was based on close and continuous 
observation with early recognition and treatment of com- 
plications. Blood electrolyte and barbiturate levels were 
determined at least once a day and also creatinine clearance 
and urine analysis. Care of the respiration included oxygen 
therapy and tracheo-bronchial toilet. Intubation, if needed, 
was not continued for more than four days, tracheotomy 
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being then preferred. Appropriate antibiotics were given 
to control infection. Shock was treated with intravenous 
dextran, plasma, or blood, noradrenaline being used to com- 
bat hypotension. Haemodialysis assisted the elimination of 
only barbitone. This line of treatment had proved successful 
in the past seven years and the mortality had fallen from 
20% to 2-3%. It could never reach zero, because cases of 
overwhelming overdose or with long delay in treatment 
were always likely to prove beyond recall. 

Dr. T. J. THomson (Glasgow), speaking as a pharma- 
cologist, described an experimental evaluation of the anti- 
barbiturate effect of bemegride. In 22 patients after minor 
operations under thiopentone, nitrous oxide, and oxygen 
anaesthesia, the wakening effects of bemegride 50 mg. were 
compared with those of normal saline in a double-blind 
study. This pilot experiment failed to demonstrate an anti- 
barbiturate effect. But he showed a short film demonstrating 
that bemegride would rouse patients asleep under the in- 
fluence of amylobarbitone sodium. One problem was deter- 
mining the precise moment of awakening. For accurate 
recording it was necessary to have a sharp end-point between 
sleep and wakefulness. He found that E.E.G. tracings did 
not provide earlier or more reliable indication of arousal 
than careful clinical observation. The failure to dispel 
barbiturate activity on the E.E.G. did not indicate whether 
bemegride was a specific barbiturate antagonist or a non- 
specific analeptic. 

Dr. J. W. Dunpee (Liverpool) discussed abnormal 
responses to barbiturates. Although the desired action of 
intravenous barbiturates was on the central nervous system, 
because of their rapid redistribution they could affect all 
tissues. A wide variation in onset of anaesthesia had been 
observed. This could be influenced by the blood flow in 
the recipient limb. Thus, in a warm environment more 
rapid onset was likely. Increased duration of anaesthesia 
might be due to delayed detoxication—for example, during 
hypothermia—but a commoner cause was synergism with 
opiates or other depressant drugs such as certain tran- 
quillizers. Limb movements during induction were not 
necessarily due to a convulsant effect of the barbiturate, 
but probably represented the second stage of anaesthesia. 
Depressant effects on the cardiovascular system could prove 
fatal in poor-risk cases. Myocardial depression was possible, 
but peripheral vasodilatation was probably more important. 
Consequent impairment of the venous return was especially 
serious when the blood volume was reduced. 

Severe respiratory depression was rare, varying with the 
dose given, and being potentiated by opiates. Irritative 
phenomena such as cough, hiccup, and sneezing could 
occur before the E.E.G. changes, and so were thought to be 
mediated via the carotid sinus. True idiosyncrasy was very 
rare. Skin rashes had been observed but were not associated 
with other changes in action. In porphyria and dystrophia 
myotonica adverse effects could result from intravenous 
barbiturates. Adrenocortical deficiency, which could 
follow cortisone therapy, was a commoner condition in 
which intravenous barbiturates could have serious results. 

Dr. P. H. Simmons (London) reported a trial in 208 cases 
of alternating thiopentone with buthalitone for out-patient 
surgery. When producing anaesthesia equivalent to thio- 
pentone the rates of recovery were the same. A tendency 
to hiccup was noted with buthalitone. He concluded that 
buthalitone did not represent an advance over thiopentone 
for out-patient anaesthesia. 

With Dr. R. P. Harporp (Leeds), a vice-president, in the 
chair, Dr. B. R. M. Jonson (London) opened the general 
discussion. He wondered what was the cause of the failure 
to demonstrate antagonism of thiopentone by bemegride 
when the earliest reports had suggested that this agent was 
a potent barbiturate antagonist. He queried whether there 
was any absolute contraindication to a sleep dose of thio- 
pentone properly administered. 

Dr. M. H. ARMSTRONG Davison (Newcastle upon Tyne), 
Dr. H. Grant-Wayte (Durban), and Dr. H. J. V. Morton 


(Hillingdon) also spoke. 


SECTION OF OTO-RHINO-LARYN‘SOLOGY 
Thursday, July 18 

The Scope of Surgery in the Management of Deafness 
With the president, Mr. W. I. DaGoetr (London), in the 
chair, Mr. I. B. THorsurn (Blackpool) opened a discussion 
on the scope of surgery in the management of conductive 
deafness. He reviewed the advances in the last 25 years 
and said that Lempert’s main contribution was his precise 
technique under magnification. Later advances were the use 
of the operating microscope and the control of infection with 
antibiotics. Careful choice of the patient and improved 
techniques had resulted in useful hearing in 85% of the 
speaker's second hundred cases, compared with 51% in his 
first hundred cases. He was a strong believer in the value 
of the operation. Rosen's operation of mobilization of the 
stapes was a simple procedure which was reported to give 
good results in about 35% of cases. He had misgivings 
about the permanency of the results, but the fenestration 
operation could always be done subsequently without its 
outcome being prejudiced. He also considered it unwise to 
risk labyrinthine trauma with the chance of complete deaf- 
ness by other operations on the footplate of the stapes. 

Referring to the more recent operation of tympanoplasty, 
he considered this to be the most important development 
since the Lempert fenestration operation. It was an exten- 
sion of mastoid surgery towards the restoration of function 
and offered a solution to the problem of controlling disease 
and restoring the hearing in a single procedure. He laid 
down five fundamental principles that must be followed to 
obtain a successful result. (1) A precise microsurgical 
technique and control of haemorrhage were essential. 
(2) The assessment of the changes seen under the microscope 
in the tympanum as reversible, and therefore likely to 
subside on removal of the infection, or ifreversible. Irre- 
versible changes included cholesteatomata, granulation tissue, 
and osteitis, and they would not necessarily disappear even 
when the ear had been dry and healed for years. (3) Antibiotic 
therapy helped considerably in obtaining a successful result 
by controlling chronic infection, provided any irreversible 


‘lesion had been eliminated. He matched the antibiotic to 


the sensitivity of the organisms and usually used a com- 
bination of penicillin and streptomycin. (4) Full-thickness 
skin grafts provided a satisfactory medium for the plastic 
reconstruction of a new tympanic cavity. He used post- 
auricular skin, as it contained fewer elastic fibres, and laid 
it on a bed from which the epithelial layer had been removed. 
For the mastoid part of the cavity he used a “ crazy paving ” 
of small pieces of skin to diminish the post-operative forma- 
tion of granulations. (5) Tympanoplasty attempted to apply 
basic audiological principles of leverage and phase differ- 
ential to achieve the optimum transmission of sound waves 
to the labyrinth. A Eustachian tube free from infection 
and patent to air currents was essential. Hearing tests were 
necessary to confirm that an adequate cochlear reserve was 
present. During the operation it was essential to test the 
mobility of the stapes by observing movement in the mem- 
brane of the round window when the stapes was rocked. 
Using a diagram prepared by Wullstein, Mr. Thorburn 
described the five types of procedures employed for func- 
tional repair. In type I there was a perforation of the 
tympanic membrane but the middle ear was normal. 
Improvement in hearing could be effected by myringoplasty 
(repair of the perforation). In type II there was disease in 
the middle ear but the ossicular chain was intact. Such cases 
required removal of the disease and division of ossicular 
chain adhesions. Cases in types 1 and II might show 
normal hearing, and here surgery aimed at the prevention 
of future deterioration of hearing. In type Hl cases the 
ossicular chain was broken, and the object of repair was to 
obtain a columella effect on the stapedial head with the 
grafted drum. Type IV cases had necrosis of the head 
and crura of the stapes Improvement in the hearing 
depended on the formation of a new tympanic cavity in 
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SECTIONS OF CHILD HEALTH AND GENERAL 
PRACTICE 


Thursday, July 18 
Acute Respiratory Infections in Childhood 


The president of the Section of Child Health, Professor 
Witrrip Gatsrorp (Manchester), took the chair for the 
first part of this combined session. The discussion was 
opened by Professor DonaLp Court (Newcastle upon Tyne), 
who analysed his experience of 10 years of study of respira- 
tory infection in 800 families in order “to achieve a useful 
practical classification of acute respiratory disease on which 
we can base a rational therapy.” There were, he had 
found, two broad but distinct groups: one of colds 

bronchitis-pneumonia, much commoner in winter than in 
summer, more severe in babies than in older people, and more 
apt to be fatal in social Classes IV and V than in I and II ; the 
other of tonsillitis-pharyngitis and otitis, which had no striking 
seasonal incidence, but which in some instances persisted in 
particular families as entrenched streptococcal infection. 

Dr. Jonn Fry (Beckenham) pointed out that infections 
of the respiratory tract accounted for around two-thirds 
of all work in general practice and must cost more than 
£10m. a year in treatment, but remained in many 
respects little understood. Study of the natural history of 
these infections showed a high prevalence in infancy, rising 
to a peak at about the fifth year and falling dramatically 
about the eighth year. Such facts should make doctors give 
support and explanation while the child was going through 
the catarrhal age, rather than advising tonsillectomy—an 
operation undergone each year by a quarter of a million 
children—or giving antibiotics indiscriminately. Acute 
respiratory disease was changing. By considering the 
severity of the illness, the previous history of the patient, 
and so on, the speaker had been able to restrict his use 
of antibiotics to 50% of “acute chests,” 20% of cases of 
acute otitis media, and 25% of infections of the throat. 
This had not resulted in the development of rheumatic 
fever or nephritis, nor (as he said in reply to several later 
speakers who advocated greater use of penicillin in otitis) 
to deafness. 

For the second half of the session Dr. S. WAND (Birming- 
ham), a vice-president of the Section of General Practice, 
took the chair. Dr. J. F. Goopart (Skipton) had analysed 
his findings in 384 wheezy children, born in the period 
1937-57; nearly half of them had only a single wheezy 
episode, the others having bronchospasm more frequently. 
The onset was usually in infancy, but there was another high 
peak in the sixth year, when (as Dr. Fry had pointed out) 
infections were most prevalent but when also there were 
other stresses associated with going to school. Wheezing 
seemed to be more closely related to the respiratory infec- 
tions of winter than to allergy—urticaria was commoner, 
however, in wheezy children than in others and might be 
important in the 5% of children whose wheezing persisted 
after childhood. 

Professor C. H. Sruart-Harris (Sheffield), not being a 
general practitioner or a paediatrician, felt, he declared, like 
a displaced electron wandering off its orbit. He exploited 
this opportunity by explaining the point of view of a 
virologist, complaining of his inability to give clinical help 
promptly enough and of his subjection to the limitations 
of techniques. He then proceeded to give a series of 
character sketches of respiratory viruses: no respecters of 
anatomy, they might, in Burnett's words, “ browse over 
the respiratory epithelium,” cause necrosis or granulation, 
produce little immunity in the patient, and make their suc- 
cess in attack doubly sure by varying in antigenic construc- 
tion. After a lightning survey of the laryngo-tracheo- 
bronchitis of Beale (which is also the C.A. virus of Chanek) 
and adenoviruses (especially types 3, 4, 7, and 14, which are 
associated with acute respiratory illness), the speaker (now 
back on his orbit) concluded with news of Mogabgab's 
virus, which causes colds in the head. 


Dr. A. J, Lamtptaw (Worcester) drew attention to the work 
already being done in general practice in studying out- 
breaks of infection. He also pointed out that on the 
average a child had a respiratory infection six times a year, 
yet in only one attack in 20 could a bacterial agent be in- 
criminated as the cause. Most of the other attacks were 
probably due to viruses which are not affected by anti- 
biotics ; consequently antibiotics should not be used in such 
cases: experience with measles had shown that even their 
employment to prevent the occurrence of secondary infection 
was harmful. 

Dr. Georce Davison (Newcastle) reminded the audience 
that there was one condition, rheumatic fever, in which 
the use of sulphonamides or penicillin prophylaxis against 
streptococcal infection was important. Dr. A. BARKER 
(Whitstable) and Dr. Miter (Newcastle) supported the 
use of penicillin in acute otitis; Dr. ANDREW SmiTH (New- 
castle) believed that in penicillin V they now had a reliable 
oral preparation which helped the doctor to maintain the 
child's confidence, as it did not hurt him. These were 
shafts aimed at Dr. Fry, who defended himself with agility 
and remained unrepentant. He believed that there had been 
a change in the natural history of these infections so that 
acute mastoids and running ears had become rare, and he 
described an investigation of otitis, treated by 17 separate 
practitioners, which showed no difference in outcome 
whether antibiotics were used in 98% or 30% of cases. As 
the discussion evolved it seemed that some of the disputants 
were describing “a pink drum which lost its lustre, and the 
child is well and happy” as acute otitis, while others were 
thinking of relatively neglected cases. Dr. M. W. Eppincs 
(Portsmouth), from his experiences in an area of good new 
housing, was among those who pointed out that it was the 
quality of their mothers which determined what sort of 
respiratory infections one had to attend in the children. 


SECTION OF ANAESTHETICS 
Thursday, July 18 


Barbiturates 


With a vice-president, Dr. Joan Mitiar (Newcastle upon 
Tyne), in the chair, Dr. Eric Nusson (Lund, Sweden) 
opened a discussion on barbiturate toxicity and coma. 
Treatment with stimulant (convulsive) drugs, he said, did not 
improve the mortality. In deep coma there were loss of 
reflexes, shallow respiration, and circulatory failure. 
Oxygen lack could lead to cerebral injury ; the respiratory 
centre was too depressed to respond to concomitant CO» 
accumulation, respiration being hypoxia driven by carotid- 
body reflexes. Giving oxygen could therefore cause further 
respiratory depression, and assistance was often needed. 
The course in the past used to be stormy, with hyper- 
pyrexia, respiratory obstruction, and convulsions. Now the 
course was longer, but quieter. He recognized three clinical 
stages. In the induction stage early physiological imbalance 
demanded vigorous treatment of life-threatening complica- 
tions. In the second stage (stable coma) careful nursing 
and hourly observation of pulse and blood pressure was 
necessary, and the haemoglobin was determined every four 
hours ; this stage could be very prolonged. In the stage of 
recovery reflexes returned but shock could still occur. 
Death could result from gross overdose with depression of 
the vital centres, from circulatory failure, from uraemia, or 
from pulmonary complications. Hyperthermia was seen 
particularly in cases treated with convulsant drugs. 
Treatment at present was based on close and continuous 
observation with early recognition and treatment of com- 
plications. Blood electrolyte and barbiturate levels were 
determined at least once a day and also creatinine clearance 
and urine analysis. Care of the respiration included oxygen 
therapy and tracheo-bronchial toilet. Intubation, if needed, 
was not continued for more than four days, tracheotomy 
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being then preferred. Appropriate antibiotics were given 
to control infection. Shock was treated with intravenous 
dextran, plasma, or blood, noradrenaline being used to com- 
bat hypotension. Haemodialysis assisted the elimination of 
only barbitone, This line of treatment had proved successful 
in the past seven years and the mortality had fallen from 
20% to 2-3%. It could never reach zero, because cases of 
overwhelming overdose or with long delay in treatment 
were always likely to prove beyond recall. 

Dr. T. J. THomson (Glasgow), speaking as a pharma- 
cologist, described an experimental evaluation of the anti- 
barbiturate effect of bemegride. In 22 patients after minor 
operations under thiopentone, nitrous oxide, and oxygen 
anaesthesia, the wakening effects of bemegride 50 mg. were 
compared with those of normal saline in a double-blind 
study. This pilot experiment failed to demonstrate an anti- 
barbiturate effect. But he showed a short film demonstrating 
that bemegride would rouse patients asleep under the in- 
fluence of amylobarbitone sodium. One problem was deter- 
mining the precise moment of awakening. For accurate 
recording it was necessary to have a sharp end-point between 
sleep and wakefulness. He found that E.E.G. tracings did 
not provide earlier or more reliable indication of arousal 
than careful clinical observation. The failure to dispel 
barbiturate activity on the E.E.G. did not indicate whether 
bemegride was a specific barbiturate antagonist or a non- 
specific analeptic. 

Dr. J. W. Dunpee (Liverpool) discussed abnormal 
responses to barbiturates. Although the desired action of 
intravenous barbiturates was on the central nervous system, 
because of their rapid redistribution they could affect all 
tissues. A wide variation in onset of anaesthesia had been 
observed. This could be influenced by the blood flow in 
the recipient limb. Thus, in a warm environment more 
rapid onset was likely. Increased duration of anaesthesia 
might be due to delayed detoxication—for example, during 
hypothermia—but a commoner cause was synergism with 
opiates or other depressant drugs such as certain tran- 
quillizers. Limb movements during induction were not 
necessarily due to a convulsant effect of the barbiturate, 
but probably represented the second stage of anaesthesia. 
Depressant effects on the cardiovascular system could prove 
fatal in poor-risk cases. Myocardial depression was possible, 
but peripheral vasodilatation was probably more important. 
Consequent impairment of the venous return was especially 
serious when the blood volume was reduced. 

Severe respiratory depression was rare, varying with the 
dose given, and being potentiated by opiates. Irritative 
phenomena such as cough, hiccup, and sneezing could 
occur before the E.E.G. changes, and so were thought to be 
mediated via the carotid sinus. True idiosyncrasy was very 
rare. Skin rashes had been observed but were not associated 
with other changes in action. In porphyria and dystrophia 
myotonica adverse effects could result from intravenous 
barbiturates. Adrenocortical deficiency, which could 
follow cortisone therapy, was a commoner condition in 
which intravenous barbiturates could have serious results. 

Dr. P. H. Simmons (London) reported a trial in 208 cases 
of alternating thiopentone with buthalitone for out-patient 
surgery. When producing anaesthesia equivalent to thio- 
pentone the rates of recovery were the same. A tendency 
to hiccup was noted with buthalitone. He concluded that 
buthalitone did not represent an advance over thiopentone 
for out-patient anaesthesia. 

With Dr. R. P. Harporp (Leeds), a vice-president, in the 
chair, Dr. B. R. M. Jonson (London) opened the general 
discussion. He wondered what was the cause of the failure 
to demonstrate antagonism of thiopentone by bemegride 
when the earliest reports had suggested that this agent was 
a potent barbiturate antagonist. He queried whether there 
was any absolute contraindication to a sleep dose of thio- 
pentone properly administered. 

Dr. M. H. ARMSTRONG Davison (Newcastle upon Tyne), 
Dr. H. Grant-Wayte (Durban), and Dr. H. J. V. Morton 


(Hillingdon) also spoke. 


SECTION OF OTO-RHINO-LARYNGOLOGY 
Thursday, July 18 

The Scope of Surgery in the Management of Deafness 
With the president, Mr. W. I. DaGcetr (London), in the 
chair, Mr. I. B. THorsuRN (Blackpool) opened a discussion 
on the scope of surgery in the management of conductive 
deafness. He reviewed the advances in the last 25 years 
and said that Lempert’s main contribution was his precise 
technique under magnification. Later advances were the use 
of the operating microscope and the control of infection with 
antibiotics. Careful choice of the patient and improved 
techniques had resulted in useful hearing in 85% of the 
speaker's second hundred cases, compared with 51% in his 
first hundred cases. He was a strong believer in the value 
of the operation, Rosen's operation of mobilization of the 
stapes was a simple procedure which was reported to give 
good results in about 35% of cases. He had misgivings 
about the permanency of the results, but the fenestration 
operation could always be done subsequently without its 
outcome being prejudiced. He also considered it unwise to 
risk labyrinthine trauma with the chance of complete deaf- 
ness by other operations on the footplate of the stapes. 

Referring to the more recent operation of tympanoplasty, 
he considered this to be the most important development 
since the Lempert fenestration operation. It was an exten- 
sion of mastoid surgery towards the restoration of function 
and offered a solution to the problem of controlling disease 
and restoring the hearing in a single procedure. He laid 
down five fundamental principles that must be followed to 
obtain a successful result. (1) A precise microsurgical 
technique and control of haemorrhage were essential. 
(2) The assessment of the changes seen under the microscope 
in the tympanum as reversible, and therefore likely to 
subside on removal of the infection, or irreversible. Irre- 
versible changes included cholesteatomata, granulation tissue, 
and osteitis, and they would not necessarily disappear even 
when the ear had been dry and healed for years. (3) Antibiotic 
therapy helped considerably in obtaining a successful result 
by controlling chronic infection, provided any irreversible 


‘lesion had been eliminated. He matched the antibiotic to 


the sensitivity of the organisms and usually used a com- 
bination of penicillin and streptomycin. (4) Full-thickness 
skin grafts provided a satisfactery medium for the plastic 
reconstruction of a new tympanic cavity. He used post- 
auricular skin, as it contained fewer elastic fibres, and laid 
it on a bed from which the epithelial layer had been removed. 
For the mastoid part of the cavity he used a “ crazy paving ” 
of small pieces of skin to diminish the post-operative forma- 
tion of granulations. (5) Tympanoplasty attempted to apply 
basic audiological principles of leverage and phase differ- 
ential to achieve the optimum transmission of sound waves 
to the labyrinth. A Eustachian tube free from infection 
and patent to air currents was essential. Hearing tests were 
necessary to confirm that an adequate cochlear reserve was 
present, During the operation it was essential to test the 
mobility of the stapes by observing movement in the mem- 
brane of the round window when the stapes was rocked. 
Using a diagram prepared by Wullstein, Mr. Thorburn 
described the five types of procedures employed for func- 
tional repair. In type I there was a perforation of the 
tympanic membrane but the middle ear was normal. 
Improvement in hearing could be effected by myringoplasty 
(repair of the perforation). In type II there was disease in 
the middle ear but the ossicular chain was intact. Such cases 
required removal of the disease and division of ossicular 
chain adhesions. Cases in types I and Il might show 
normal hearing, and here surgery aimed at the prevention 
of future deterioration of hearing. In type III cases the 
ossicular chain was broken, and the object of repair was to 
obtain a columella effect on the stapedial head with the 
grafted drum. Type IV cases had necrosis of the head 
and crura of the stapes Improvement in the hearing 
depended on the formation of a new tympanic cavity in 
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continuity, with a functioning Eustachian tube over the 
round window only, the grafted drum being attached to the 
inner wall of the middle ear between the two windows. With 
these types mobility of the stapes was essential for success, 
but where the footplate of the stapes was fixed (type V) 
fenestration by the Lempert technique was performed in 
addition. The speaker was encouraged by the hearing 
results and had been able to salvage some hearing from 
many deafened ears. 

Mr. F. McGucKIn (Newcastle upon Tyne) told the meeting 
of his experience during the previous 17 months in treating 
70 cases of chronic otitis media. Cholesteatoma was found 
in 55, labyrinthine invasion in 15. The ossicular chain was 
disrupted in 65, with partial loss of the stapes in 23 and 
total loss in 12. The facial nerve was exposed by disease 
in 20 cases. However, his sample of cases was not an 
average one by reason of local conditions and personal 
interest. He felt that all cases could not have tympano- 
plastic reconstruction unless insidious disease was eradi- 
cated, and that the advances of modern reconstructive 
surgery must be related to the material presenting. These 
advances must be regarded simply as advances and not as 
a final answer until it was known how to prevent insidious 
otitis media. In many of the cases of advanced disease 
it was an achievement to produce a dry ear let alone a 
good functional result. In his view the newer techniques 
were more of an evolution than a revolution, and they 
demanded a very high order of judgment. 

A colour film with a commentary in French by Pietrantoni, 
Aguzzi, and Bocca, produced by M. Chilret,; was then shown, 
and it illustrated clearly the techniques of myringoplasty 
and tympanoplasty. Mr. A. Fintay Brown (Blackpool) also 
showed a colour film of fenestration by the Lempert and 
Wullstein techniques and of the Rosen operation for mobili- 
zation of the stapes. His film had been taken with simple 
apparatus designed by himself, and was of excellent quality, 
comparing favourably with professionally produced films. 


Friday, July 19 


Epistaxis 

With Mr. R. G. Macsets (Oxford), a vice-president of the 
Section, in the chair, Mr. J. P. Srewarr (Edinburgh) opened 
with a paper on the changing pattern of epistaxis during the 
last 45 years. Search of his hospital records had shown that 
in the 45 years since 1912, 4,473 cases of epistaxis had 
received treatment, one-fifth requiring admission to hospi- 
tal. 2,014 cases had attended since 1948—i.c., nearly half 
the cases had been seen in the last nine years. This striking 
increase since the inception of the Health Service could be 
due either to a true increase in incidence or to more cases 
nowadays being sent to hospital for treatment. In favour 
of a true increase were modern living conditions with their 
constant anxieties, longevity outrunning the normal resis- 
tance of the body tissues to wear and tear, and the steadily 
mounting number of cases of cardiovascular disease. On 
the other hand, the increase in hospital attendances might 
be a consequence of the changing pattern of present-day 
general practice, with its diminished financial incentive to 
afford the time to treat patients in their homes. Mr. Stewart 
thought this last factor was the most likely explanation. 
The sex ratio in his series was 57% males to 43% females, 
and 25% of the cases occurred in the 11-20 years age-group 
whilst 10% occurred in the 61-70 age-group. In 78% of 
the cases the bleeding occurred from the anterior part of 
the nasal septum in Little's area. 

Turning to treatment, Mr. Stewart said that the homely 
remedy of cold applications was useful. This was confirmed 
by Speizman, who had shown that a local cold stimulus to 
the skin caused vasoconstriction of the nasal vessels. Where 
the bleeding-point could be identified he advocated the appli- 
cation of fibrin foam soaked in liquid thrombin, and for 
recurrent cases the electro-cautery or a caustic such as 
chromic acid or silver nitrate. An inflatable tampon made 


by tying a thin rubber finger-cot to the end of a rubber 
catheter was also of value, or the nose could be packed 


with oxidized cellulose. In 30 of the cases in his series 
deep x-ray therapy (2,000 r in one week in five doses) had 
been employed with successful results. 


Epistaxis and General Disease 


Dr. H. A. Dewar (Newcastle upon Tyne) related epistaxis 
to general medicine. The chief significance of epistaxis was 
that it might draw attention to important underlying diseases, 
especially diseases of the blood and hypertension. The 
former accounted for but one of the three types of dis- 
order—defective clotting mechanism, prolonged bleeding- 
time, and vascular defect—which gave rise to the haemor- 
rhagic diseases. Recent research now enabled some at least 
of these maladies to be treated in a way which only a few 
years ago had been unthinkable. 

In the later period of life when the incidence of epistaxis 
reached a second peak, two processes were at work, arterio- 
sclerosis and hypertension. With arteriosclerosis epistaxis 
was difficult to arrest, as the blood vessel would not con- 
strict normally. It was often stated that epistaxis was a 
safety valve against cerebral haemorrhage, but out of 250 
of his own cases with a systolic pressure over 200 mm. Hg 
only 23% had had epistaxis at any time ; nor did his figures 
suggest that as the blood pressure rose the incidence of 
epistaxis increased. There was little evidence that treat- 
ment of the hypertension reduced the incidence of epistaxis. 
Although he had no personal experiences of its use in 
epistaxis, mecamylamine was a drug which was rapid in 
action, dependable in effect, and in short-term use almost 
free from risk, and he thought it would be well worth try- 
ing in such cases. He did not think that this would involve 
any appreciable risk of cerebral thrombosis. 

Dr. R. H. Moore (London) described a simple method of 
treating epistaxis which he had found successful in almost 
all cases in general practice. The patient was told to blow 
out the clots and then douche the nose with cold water, 
thereafter breathing through the nose to enable a firm clot 
to form. 


Malignant Disease of the Upper Respiratory Tract 

With Mr. R. E. Jowett (Sunderland), a vice-president of 
the Section, in the chair, Mr. W. A. Mitt (London) opened 
a discussion on the presenting symptoms and signs of malig- 
nant disease of the upper respiratory tract. He said it was 
well known that many of these cases presented themselves 
for treatment at a relatively advanced stage because the 
initial symptoms were slight and common to many simple 
affections of which the patient might well have had previ- 
ous experience ; hence the early symptoms were often dis- 
regarded. The patient’s medical adviser might also be mis- 
led at first by their apparent mildness. It should be a 
rule, therefore, that if a patient in the cancer age had 
symptoms of a cold or nasal sinusitis, sore throat, or laryng- 
itis for two or three weeks he should have the benefit of 
expert examination unless the general practitioner was 
skilled enough to see all the areas where a new growth 
might develop. 

In malignant disease of the nose or nasal sinuses, the 
common symptoms were those of nasal obstruction and dis- 
charge, at first not unlike those of some infective condition. 
Later there might be swelling of the face or a blood-stained 
discharge. The appearance of unilateral polypi in the nose 
of someone over 50 should always raise suspicions of under- 
lying malignant disease. Similarly, swelling of the face or 
alveoli, with looseness of the teeth or failure of the sockets 
to heal, should raise the suspicions of the dental surgeon. 
In Mr. Mill's experience swelling of the face was the most 
frequent presenting symptom, although pain and nasal 
obstruction or discharge had quite often occurred earlier. 
In the nasopharynx the commonest symptoms were nasal 
obstruction and catarrh, although deafness was rot unusual, 
and only too often enlargement of the cervical lymph nodes 
was the sign that led to the discovery of a primary lesion. 
Pain in the head, ear, face, or jaws was a not uncommon 
symptom. In the pharynx generally it was well to take 
note of the slightest discomfort or irritation. Later, of 
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course, definite pain or soreness on swallowing, or even 
dysphagia, would appear. Here again the insidious enlarge- 
ment of cervical nodes may be the first sign of serious 
trouble. 

The outstanding symptom of malignant disease of the 
larynx was huskiness. It could not be emphasized too 
strongly that early advice must be sought in all cases of 
hoarseness which did not readily yield to simple treatment 
within two or three weeks. 

Mr. R. D. Owen (Cardiff) limited his part in the discussion 
to malignant disease of the throat and larynx. He men- 
tioned three symptoms, hoarseness, dysphagia, and stridor, 
any one of which could be the first to appear. Particularly 
in older people, who often had a multiplicity of vague com- 
plaints, the significance of these symptoms might be over- 
looked. He stressed the importance of a thorough history, 
as only thus would be uncovered such early symptoms as 
muffling or alterations in the tone of the voice or a fit of 
coughing only induced by rapid swallowing. He thought 
that every general practitioner should know the use and 
limitations of the laryngeal mirror. 


Differential Diagnosis 

Mr. J. l. Munro Back (Newcastle upon Tyne) pleaded for 
better education of the patient, the general practitioner, and 
the specialist in what bodily symptoms were normal and what 
abnormal. Biology should be taught more generally in 
schools, he thought, and with medical students there should 
be more emphasis on the interpretation of symptoms. He 
urged the specialist to keep records of the symptoms and 
signs rather than the disease. Mr. L B. THorpuRN (Black- 
poo!) considered persistent disorder of function and persistent 
induration important points in the diagnosis of malignant 
disease. Diagnosis was often late owing to the nature of 
the disease. In many instances a good history would obviate 
the need for endoscopy under general anaesthesia. 

Mr. F. McGuckx1n (Newcastle upon Tyne) said that throat 
symptoms were often due to psychological causes. It was 
usually possible to distinguish such cases, although mistakes 
were occasionally made. He disagreed with Mr. Munro 
Black, believing that greater knowledge on the part of the 
patient would lead to more functional disease. Mr. R. G. 
Macsetu (Oxford) agreed that publicity would increase the 
number of functional cases seeking medical advice. In his 
experience premature greying of the hair was a frequent 
finding in women with pre-cancerous changes in the post- 
cricoid region. Dr. B. K. S. Dykstra (Holland) had gained 
much help from x-ray tomography in diagnosis. He pleaded 
for early treatment of the patient with the Patterson Brown- 
Kelly (Plummer-Vinson) syndrome, as it was a pre-cancerous 
condition in many cases. 

Mr. W. I. Dacoett (London), president of the Section, 
mentioned that throat symptoms of psychological origin 
usually disappeared during meals. In such cases he was not 
in favour of radiological examination, as it detracted from 
the reassurances which he gave wherever possible. In reply, 
Mr. Mitt agreed with Mr. Thorburn on the necessity of a 
good history and the difficulties of early diagnosis. He was 
always unhappy when he made a diagnosis of functional 
disease, and instanced a cervical disk lesion as an unexplained 
cause of throat symptoms. Mr. Owen, replying, said the 
diagnosis of a “lump in the throat” was a real problem ; 
occasionally a lesion was found. Of 42 patients with the 
Patterson Brown-Kelly syndrome 16 had subsequently re- 
turned with a post-cricoid carcinoma. Mr. MUNRO BLACK, 
concluding the discussion, replied that for many years he had 
followed up his cases of Patterson Brown-Kelly syndrome 
because of this risk. 


SECTION OF CHILD HEALTH 
Friday, July 19 
Collagen Disorders 
The first part of the meeting took the form of a round-table 


conference on collagen disorders, for which Dr. REGINALD 
Licutwoop (London), a vice-president of the Section, took 


the chair. He proposed that for convenience the discussion 
should be limited to acute rheumatism, rheumatoid arthritis, 
dermatomyositis, and scleroderma, systemic lupus, and poly- 
arteritis nodosa. He then asked a series of questions. 

“Is the frequency of these diseases changing?” Dr. 
G. A. Rose (London) thought that rheumatic fever was 
declining and that now only 2 or 3% of infants might be 
expected to have it later on, although 3 to 5% would get 
rheumatoid arthritis. Systemic lupus might merely be being 
diagnosed more often, but he had found a real increase in 
the occurrence of polyarteritis detected at necropsy during 
a seven-year period. 

“Is rheumatic fever or rheumatoid arthritis related to 
physical features or to blood groups?” Dr. C. O. CaRTER 
(London) said “no” so far as physical features were con- 
cerned, but joined the “don't knows” on the question of 
blood groups, since the deficiency of rheumatic fever patients 
who belonged to group O or were secretors was not highly 
significant. He was also asked: “ Whar is the evidence of 
familial or genetic influence in the aetiology of these two 
diseases?" Dr. Carter’s answer was that systematic studies 
of rheumatic fever in Florence, New York, and Belfast 
showed that, whereas the incidence ordinarily was about 2%, 
it increased to 6-10% in brothers and sisters of patients, and 
to 12-20% if one parent also had had it, while studies of 
twins showed a higher concordance of rheumatic fever in 
monozygotic than in dizygotic pairs. 

When asked how ideas of the nature of collagen disease 
had been illuminated by modern knowledge Dr. ALAN HILL 
(Stoke Mandeville) swept away several older ideas (such as 


. focal infection) and explained interesting ways in which 


streptococci might damage tissues in rheumatic fever. Hyper- 
sensitivity still held the field because it produced lesions in 
animals and one could not make confirmatory experiments 
in man. Dr. Rose discussed the inconclusive role of drugs 
in producing polyarteritis. 

Before saying how she would treat rheumatic fever Dr. 
BARBARA ANSELL (Taplow and London) pointed out that, 
although the combined investigation in the U.S.A. and the 
United Kingdom showed little advantage to the steroids 
compared with aspirin, recent studies with larger dosage 
were slightly more encouraging. In a first attack, seen in 
the first fortnight, she, would give steroids until all signs 
of activity of the disease had subsided for one month. In 
early cases streptococci were often still present in the throat, 
so penicillin was also needed during the first ten days. In 
prophylaxis she found that 200,000 units daily by mouth 
would prevent a second attack ; it was rather better than 
sulphonamides for this purpose. Streptococcal infections 
in brothers and sisters of the patient should be treated 
promptly with penicillin. Dr. Rose was guarded in his views 
on the use of a dangerous drug like cortisone in rheumatoid 
arthritis, but polyarteritis was a killer, and large doses should 
be given for long periods; systemic lupus was not as 
dangerous, but steroids were necessary during the active 
phase. Dr. Hict was asked to compare the steroids. Corti- 
sone and hydrocortisone he regarded as equivalent, and so 
were prednisone and prednisolone. The latter were more 
convenient for prolonged administration because they pro- 
duced less sodium retention, although possibly they caused 
peptic ulceration more often. Batches of corticotrophin 
varied, but some of the best results were obtained with it. 
For intra-articular injection he preferred prednisolone to 
hydrocortisone. He condemned mixed tablets of aspirin and 
prednisolone: it was better to give aspirin alone until it pro- 
duced its maximum benefit, and then to add a steroid if it 
was needed. 


latrogenic Disease in Childhood 


Dr. CuHarLes Pinckney (London), a vice-president of the 
Section, took the chair for the discussion on iatrogenic 
disease, which was introduced by Dr. A. Warre FRANKLIN 
(London) in an elegant discourse—a cornucopia of old saws 
and modern aphorisms, case histories, and philosophies. He 
considered especially the difficulty of deciding when to use 
a new drug (“ we have changed a catapult for a guided missile 
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... and gone on a glorious therapeutic spree”), for, although 
each physician need not be the first by whom the new drug 
was tried, there came a time when “justifiable doubt be- 
comes unjustifiable obstinacy and gives rise to a doctor's 
dilemma.” Abstention from a new treatment might give 
rise to iatrogenic disease. 

Dr. Mary Crosse (Birmingham) dealt with two condi- 
tions. Retrolental fibroplasia was produced by giving a 
baby with an immature optic fundus oxygen at too high a 
concentration for too long. “There need be no more 
blindness due to this cause if everyone keeps on his toes,” 
she said, and proceeded to show the details which need 
attention if a premature baby is to get oxygen, but not at 
more than 30% concentration for any long period. In 
kernicterus the effects of Rh incompatibility or hepatic 
immaturity may be worsened by synthetic vitamin K or 
sulphafurazole. 

Dr. Atice Stewart (Oxford) showed that leukaemia had 
increased two- or threefold between 1931 and 1954 and 
that it was commoner in more favoured nations and social 
classes ; furthermore, its incidence showed a curious little 
peak in childhood. Her analysis showed that diagnostic 
radiotherapy of the mother perhaps doubled the chance of 
the child's developing malignant disease, but the chance was 
still only about 1 in 1,000. 

Dr. KENNETH CAMERON (London) thought that iatrogenic 
diseases were not often found in psychiatry: it was more a 
matter of contributory factors. © For instance, the doctor 
might advise breast-feeding with such fervour that the 
mother who had to feed the baby on the bottle would feel 


terrible anxiety about him ; therapeutic advice to man and. 


wife at odds with one another to have a baby to bring them 
together might doom a child to be born subservient to the 
parents’ needs. A doctor's too rigid views on infantile 
development might cause trouble: “* Mother knows best’ 
may have been a fallacy, but at least it was a working 
hypothesis.” 


SECTION OF PHYSICAL MEDICINE 
Friday, July 19 


Treatment of Rheumatism with Steroids 

With the president, Dr. HuGu Burt (London), in the chair, 
Dr. G. R. Fearnitey (Gloucester) opened a symposium on 
steroid therapy in the rheumatic diseases, He made no 
apology for the fact that in this instance he had used the 
patients’ own assessment of their condition as a criterion 
of improvement as well as their functional capacity. He 
and his colleagues had found that at the present time predni- 
sone by mouth was a valuable adjunct in the management 
of severe rheumatoid arthritis, provided always that, the 
complications did not outweigh the advantages. With a 
dosage in most cases of 5 mg. three times a day nearly 90% 
of cases treated with prednisone showed marked improve- 
ment as judged by change in functional capacity and their 
own assessment. Dyspepsia was the most common com- 
plication, but, even so, was considerably less common (in 
22% of cases) than with phenylbutazone (45% of cases). 
All cases were kept under regular observation. Dr. Fearnley 
said he was aware that long-term studies might prove his 
assumptions to be incorrect, but meanwhile the newer steroid 
preparations appeared to be of great value in selected cases, 
though the indications were not clear-cut. 


Shoulder and Elbow Pain 


Dr. James Cyriax (London) discussed the use of hydro- 
cortisone acetate in the treatment of painful lesions at the 
shoulder and the elbow. Correct diagnosis was of para- 
mount importance, since the drug had to be accurately 
placed at the exact site of the lesion. He always carried 
out a quick preliminary survey of all the moving structures 
from which such a pain as the patient described could arise. 
This was followed by a detailed examination of the region 


thus singled out, since, depending on which structure was 
involved, a varying pattern of movements occurred, provided 
that the examiner tested each separate movement in turn 
passively, actively, and against resistance. The use of local 
hydrocortisone had given the best results at the shoulder 
in non-specific monarthritis (“ infective” arthritis for want 
of a better term), in traumatic arthritis, and in tendinitis. 
At the elbow the most common lesion encountered which 
responded to hydrocortisone injection was tennis elbow, 
provided that the lesion was at or within ¢ in. (3.2 mm.) of 
the tenoperiosteal junction. If lasting relief was not ob- 
tained after two injections there was no point in persisting 
with this form of treatment. 


Intra-articular Steroid Therapy 

Dr. M. THompson (Newcastle upon Tyne) stated that 
after six years” use hydrocortisone acetate by intra-articular 
injection had now become firmiy established as a useful 
adjuvant technique in the treatment of non-suppurative 
arthritis. The main contraindications to its use remained 
the presence of septic or tuberculous arthritis and skin 
sepsis. In view of the stringent aseptic precautions neces- 
sary for intra-articular injection it was not a procedure to 
be recommended in everyday practice. He had recently 
treated a series of cases of rheumatoid arthritis by intra- 
articular injection of the newer steroid preparations. Even 
using paired joints in the same patient it was difficult accur- 
ately to compare the effect of the new preparations with that 
of hydrocortisone. It had been found, however, that there 
was no significant difference between the effect of predni- 
solone acetate or the higher ester, trimethyl acetate, when 
compared with hydrocortisone acetate in the larger or 
medium-sized joints. In the case of the small joints of 
the hands the effect of prednisolone acetate was significantly 
better than that of hydrocortisone acetate and the duration 
of response was longer. These results suggested that predni- 
solone was the more effective agent in the treatment of small 
joints. 

When the subject was opened for discussion Dr. D. R. L. 
Newton (London) said that, working with Dr. B. G. B. 
Christie at St. Thomas’s Hospital, he had some early ex- 
perience in the use of prednisolone trimethyl acetate in the 
treatment of soft-tissue lesions of the type described by 
Dr. Cyriax, but that so far there was no indication that 
it was in any way superior to hydrocortisone. Replying 
to the president, Dr. THOMPSON said that only slight irrita- 
tion had been noted when smal! hand joints had been in- 
jected with the new preparations. 


Rehabilitation of Injured Miners 

Dr. A. N. Zinovierr (Durham) described the staff organ- 
ization, treatment, and results obtained at the Durham 
Miners’ Rehabilitation Centre. The individual assessment 
of each case was of great importance ia view of the very 
high standard of physical fitness required in the mines. 
Only 40% of men were fit at the time of discharge to 
return to their previous duties. Of the 90% discharged as 
fit for some type of work, only one in 200 had failed to 
find work connected with the pits. 

During the ensuing discussion many speakers with local 
knowledge made a plea for closer co-operation between all 
those responsible for the welfare of the injured miner. Dr. 
G. A. WictHew (Gateshead) suggested that the term “ light 
work ” should be discarded for all time and replaced by the 
more realistic one of “ alternative work,” the exact nature 
of this being left to the decision of the doctor on the spot 
in collaboration with the managerial staff. 


Painful Feet 
Opening a symposium on the painful foot, Dr. Guy 
BeaucnamP (London) stated that ill-fitting shoes were the 
greatest single cause of foot deformity and discomfort. He 
suggested that the medical profession should educate the 
general public, and particularly parents, to refuse to buy 
footwear that caused deformity. The British Boot, Shoe. 
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and Allied Trades Research Association had found that over 
50% of girls under 20 had corns, callosities, and bunions. 
Dr. Beauchamp indicated the importance of good shoe- 
fitting : shoes that were not comfortable initially would 
never be “ broken in,” it being the foot that became de- 
formed to fit the shoe. Some adults might be impressed 
and children amused by x-ray fitting, but it was of no 
practical help and was merely a radiation hazard. 

Dr. A. T. RicHARDSON (London), discussing the painful 
heel, said that this was a symptom which should always 
be taken seriously and properly investigated. Sonietimes it 
was due to local bone disorder such as Paget's disease or 
infection, or to damage associated with fracture or the use 
of a Kirschner wire. More often, however, a clinical diag- 
nosis had to be made in the absence of radiological abnor- 
mality. The presence of a calcaneal spur was no more 
than an indication of a chronic plantar fascial strain and 
occurred in painless heels : 
followed by disastrous results. Erosive changes in the os 
calcis occurred in association with both ankylosing spondy- 
litis and rheumatoid arthritis. The commonest cause of 
pain under the heel as opposed to pain behind the heei 
was plantar fasciitis, which was generally due to trauma or 
degeneration or both. Treatment consisted of the pro- 
vision of an insole which placed the foot in a cavus posi- 
tion, so relaxing the plantar fascia. Pain behind the heel 
was usually due to a subachilles bursitis, either of traumatic 
origin or associated with one of the rheumatic disorders. 
The bursa overlying the tendo Achillis was sometimes in- 
volved in gout, but more often as a result of trauma, parti- 
cularly in nurses. Dr. Richardson mentioned, as did Dr. 
Beauchamp before him, that physiotherapy had little or 
no place in the treatment of the painful foot : sometimes 
local hydrocortisone was useful ; more often it was the re- 
moval of some mechanical cause that was necessary. 


COLOUR TELEVISION 


A popular innovation at the annual meeting this year was 
the programme of “live” closed-circuit colour television 
shown during the scientific half of the meeting. Sponsored 
and produced by Smith Kline and French Laboratories Ltd., 
“ colourcasts ” of clinical demonstrations and operations at 
the Royal Victoria Infirmary were relayed for two hours 
daily to large audiences in the gymnasium of King’s College. 
The cases were demonstrated by members of the staffs of the 
medical school and the Infirmary. Several subjects were 
covered at each session, and their diversity gave viewers an 
excellent opportunity to gauge the medium’s potentialities 
and limitations for medical teaching. 

On the first day, Monday, July 15, ophthalmologists 
showed patients with corneal grafts and plastic lenticular 
implants, contact lenses, and the technique of intracapsular 
cataract extraction. This was followed by a demonstration 
of thyroid disorders. On Tuesday the first half of the 
programme was devoted to muscular dystrophy, this being 
followed by two shorter demonstrations on, respectively, 
the use of intra-articular injections for arthritis and the 
carpal tunnel syndrome. Wednesday's session comprised 
demonstrations of the treatment of some common skin dis- 
orders, primary tuberculosis of the skin and mucous mem- 
branes, a new method of suturing arteries, and a Billroth I 
partial gastrectomy performed by Professor A. G. : R. 
Lowdon. Thursday’s programme was particularly varied. 
It began with the management of cleft lip and palate ; 
then came demonstrations on the re-education of hemi- 
plegics in walking and on the treatment of fractures of the 
neck of the humerus; these were followed by Dr. C. N. 
Armstrong’s presentation on the diagnosis of sex; and 
finally there was a feature on otosclerotic deafness. On the 
Friday the diagnosis and treatment of torn knee cartilages 
were demonstrated. The chairmen at the various sessions 
were Mr. J. S. Arkle, Dr. C. N. Armstrong, Professor F. J. 


its surgical removal was usually - 


Nattrass, Professor G. A. Smart, Professor A. G. R. Lowdon, 
Dr. J. Ferguson Smith (Glasgow), Professor §. D. M. Court, 
Mr. John Gilmour, Dr. H. G. Miller, Dr. M. Thompson, 
Mr. J. lL. Munro Black, and Mr. J. V. Todd. 


B.M.A. FILMS 

A diverse programme of films from the B.M.A.’s Film 
Library were shown during the Meeting, a number of the 
films being selected because of their relevance to subjects 
being discussed at the Scientific Sections. The policy of 
showing the films at set times in the late afternoon on four 
days proved highly successful, the total attendance amount- 
ing to approximately 400. 

Most of the films were from surgical departments, and 
among them was a new film on “ Haemorrhoids or Piles” 
made by Mr. A. Lawrence Abel and Mr. H. G. Ungley 
(Gordon Hospital). A film made in Capetown by Mr. W. L. 
Phillips showed the operation of pericardiectomy, and two 
other aspects of cardiac surgery were seen in a film on an 
“ Experimental Cardiac By-pass” (Mr. C. E. Drew, West- 
minster Hospital), and one on “ The Action of the Human 
Mitral and Aortic Valves” (Mr. I. K. R. McMillan, St. 
Thomas's Hospital). Arterial grafting was the subject of a 
film made by Mr. P. G. C. Martin (Postgraduate Medical 
School) and lymphangiography of a film by Professor J. B. 
Kinmonth (St. Thomas's Hospital), Ophthalmology was 
represented by “ A Ptosis Operation” (Mr. H. B. Stallard, 
Institute of Ophthalmology). The technique of sialography 
was shown in a film from the Manchester Royal Infirmary, 
and two films sponsored by the Ministry of Health were con- 
cerned respectively with cancer of the larynx and cancer of 
the lip, tongue, and mouth. 

Two films of general medical interest came from the 
U.S.A. The first was the A.M.A.’s “ The Motion Picture in 
Medical Education,” and the second, entitled “ The Medica! 
Witness,” showed a doctor under cross-examination in a 
court of law. 


FOURTH INTERNATIONAL CONGRESS ON 
POLIOMYELITIS 
[From a SpPectaL CORRESPONDENT] 


The fourth International Congress on Poliomyelitis was held 
in Geneva from July 8 to 12 and attracted a large number of 
representatives from many countries (including 89 from 
Great Britain). Papers were read by the principal workers 
in eight main fields with additional brief contributions from 
other experts. 


Immunization with Killed Vaccine 

The first main topic was on vaccination against polio- 
myelitis, and this naturally attracted considerable interest. 
Dr. Jonas SaLx (U.S.A.) opened by considering the biologi- 
cal standardization of the immunizing power of killed 
vaccine. He pointed out that the essential requirement is 
adequate sensitization, so that subsequent exposure to the 
virus leads to a rapid enough increase in antibody to protect 
the central nervous system. Dr. D. Bonun (U.5.A.) 
followed with informatior about the control of inactivation 
by formaldehyde. Experience had now shown that satis- 
factory and reproducible inactivation depended on complete 
dispersal of viral particles and removal of aggregates. This 
was greatly influenced by the methods of filtration used in 
manufacture, as shown by comparisons of batch rejections 
by different firms. Large-scale tissue-culture tests were the 
most sensitive way of detecting residual active virus, but 
this was still supplemented by intraspinal and intramuscular 
inoculation of cortisone-treated monkeys. 

Dr. A. D. Lanomutr (U.S.A.) then spoke on the results of 
the mass immunization programme carried out in the U-.S.A., 
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and produced convincing evidence of the effectiveness of 
these safety controls used on the 100 million doses of 
vaccine distributed since “the Cutter incident.” Polio- 
myelitis was still occasionally reported within 30 days of 
vaccination, but the evidence suggested that such illnesses 
were due to natural infection and not to live virus in the 
vaccine, unlike the infections following the original Cutter 
vaccine. 

The immunizing power of the vaccine had been main- 
tained at about 75% (i.e., three out of four vaccinated children 
protected), but there had also been a reduction in the incid- 
ence of paralytic as against non-paralytic illness in vaccinated 
children. The question which of course still remains un- 
answered is the length of time protection lasts after the 
initial course. The short papers which followed included 
contributions from Professor A. Braprorp Hu, F.R.S.. 
Professor C. H. Sruart-Harrais, and Dr. J. O'H. Tosin 
from Great Britain. 


Attenuated Vaccines 


Dr. H. Koprowski, Dr. A. B. Sasin, and Dr. J. P. Fox 
4U.S.A.) followed, as principal exponents of living polio- 
myelitis vaccines. Dr. Koprowski told of an attenuated 
type III strain which he has given to volunteers and sum- 
marized the earlier results obtained with attenuated types 
and II. Dr. Sain, working with pure clones of attenuated 
strains, found that even the most stable showed some ten- 
dency to revert to neurotropism after passage in the human 
intestinal tract, but this neurotropism did not increase after 
further cycles of multiplication, and the virus remained 
much less pathogenic than naturally occurring strains of 
virus isolated in interepidemic periods. Professor G. W. A. 
Dicx (Northern Ireland) also spoke of the increase in neuro- 
tropism of attenuated type II virus after passage in human 
volunteers. 

A highly significant finding mentioned by several speakers 
~was the failure of formalinized vaccine to protect the human 
intestinal tract (as opposed to the central nervous system) 
against reinfection. Thus vaccinated children can harbour 
and excrete naturally prevalent virus. Living attenuated 
virus on the other hand leaves a local immunity of the intes- 
tine which prevents reinfection. 

It was generally appreciated that the wide acceptance of 
the inactivated vaccine would inevitably limit the applica- 
tion of living poliomyelitis vaccines as primary immunizing 
agents, but there remained the possibility of living vaccine as 
a booster after inactivated vaccine, especially if the latter 
allows reinfection of the intestine. Dr. A. M.-M. Payne 
(World Health Organization) concluded with a summary of 
the differing vaccination requirements in various countries 
in the light of existing immunity. 


Other Enteric Viruses 


The next general topic was the enteric viruses that pro- 
duce diseases simulating poliomyelitis. There were compre- 
hensive reviews of the “Echo” viruses (by Drs. J. L. 
MELNICK, T. Karzon, and H. A. Wenner, U.S.A.) and the 
Coxsackie viruses (by Drs. G. DatiporF and M. L. Furco- 
Low, U.S.A., and Dr. J. H. S. Gear, South Africa). Even 
**Cox-Echo ™ strains were reported which combine features 
of both groups, and which have incidentally caused recent 
widespread epidemics in Britain, as mentioned by Dr. F. O. 
MacCatium (Great Britain). 


Virus Studies 

For the next four sessions clinicians and laboratory 
workers each followed their separate and natural bent. The 
laboratory werkers held a session on cultured mammalian 
cells, and paid considerable attention to nutritional require- 
ments (Dr. H. Eaote, U.S.A.), pure clones of cells (Dr. T. T. 
Puck, U.S.A.), transformation of cells in culture and its rela- 
tionship to malignancy (Dr. R. C. Parker, Canada, and 
Dr. Avice Moore, U.S.A.), and mass culture for vaccine 
production (Dr. W. S. McLimans, USA). There fol- 
lowed two sessions on general properties of viruses. The 


first was concerned with virus structure, in which Dr. C. E. 
Scuwerpt (U.S.A.) described the physical and chemical 
properties of purified (and crystallized) poliomyelitis virus. 
This could be compared with the now fully elaborated struc- 
ture of tobacco mosaic virus described by Dr. G. ScHrammM 
(Germany) and Dr. Roptey Wiiuiams (U.S.A. and Great 
Britain), and also with other human viruses examined in 
thin sections of infected cells by Dr. COUNCILMAN MORGAN 
(U.S.A.), and with Coxsackie A virus, now purified and 
crystallized by Dr. C. F. T. Matrern (U.S.A.). The impor- 
tance of nucleic acids in viruses was made amply clear by 
the reports of infection with extracted ribosenucleic acid 
from Mengo virus, and eastern equine encephalomyelitis 
virus, following the earlier work on infectivity of nucleic acid 
from tobacco mosaic virus. In the following session Dr. 
F. L. Horsratt (U.S.A.) discussed present information on 
viral multiplication and Dr. M. Dersriicx (U.S.A.) spoke on 
the genetics of bacteriophage. Dr. K. M. Smritn, F.R.S. 
(Great Britain), gave an interesting account of latent viral 
infections in plants and the possible relationship to latency 
and masking of animal viruses, and Dr. T. Francis (U.S.A.) 
discussed possible approaches to viral inhibition and 
chemotherapy. 

Finally a session was held on laboratory diagnosis of 
poliomyelitis. The problem was comprehensively reviewed 
by Dr. E. H. Lennetre (U.S.A.), who pointed out that virus 
was recovered from the stools of only 58% of patients with 
clinically apparent paralytic poliomyelitis. He also discussed 
the value of serological techniques in diagnosis, as influ- 
enced by the current vaccination programme. 


Clinical Aspects 

Meanwhile, clinicians and physiologists were meeting in 
another building to consider problems of respiratory distress 
in patients with poliomyelitis, and the care of patients 
severely stricken by the disease. Though your correspondent 
did not attend this section of the Congress the reports clearly 
showed the importance of basic studies on respiratory 
physiology as presented by Drs. J. H. Comroe, J. L. 
WHITTENBERGER, J. Meap, J. F. Bosma, and C. W. Daim 
(U.S.A... Dr. J. L. Witson (U.S.A.) and Dr. H. C. A. 
Lassen (Denmark) discussed prognosis and mortality in 
severe illnesses. Dr. H.L. Hopes (U.S.A.) reported that under 
favourable hospital conditions 85% of patients with severe 
respiratory impairment survived two years, and that 85% of 
these eventually became independent of all respiratory 
apparatus, while Dr. W. Russect (Great Britain) 
presented comparisons of trends in mortality and prognosis 
in England and Wales and the U.S.A. since 1955. Dr. B. 
IsseN (Denmark) stressed the value of clinical judgment 
in assessing the need for active treatment of respiratory dis- 
tress. There then followed several papers on techniques 
for applying artificial respiration. Subsequent sessions were 
held on the secondary medical complications of poliomyelitis 
and on rehabilitation and home care. 

Clinicians and virologists were reunited for a final general 
session with summaries by Dr. C. H. ANprewes, F.R.S. 
(Great Britain), and Dr. S. CLtemmesen (Denmark) and 
closing remarks by Mr. Bast. O'Connor (U.S.A.), president 
of the Congress. 


General Conclusions 


It is perhaps unfortunate that a gathering of this size 
prevents spontaneous discussion and criticism in the open 
meetings. This would have been especially appreciated, for 
example, in the sessions on vaccination. Outside the lecture 
halls, however, there was a general loosening of tongues 
encouraged by the generous social entertainment provided by 
the hosts. 

The most striking aspect of the Congress was the variety 
of topics discussed, varying from plant viruses to alveolar 
gas exchange, but all contributing to the study of this one 
disease—poliomyelitis. The organizers of the Congress are 
to be congratulated on their broadminded approach to the 
problem. 
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Dietary Fat and Coronary Disease 

Sir,—Your leading article (Journal, July 13, p. 89) admir- 
ably summarizes present knowledge about the effect of 
different fat-containing diets and cholesterolaemia and 
coronary thrombosis. Discussing blood coagulation, you 
comment that “the picture is far from clear.” May I 
attempt to clarify some small parts of the picture ? 

Your leader says, “ It has still to be proved that the hyper- 
cholesterolaemia causes faster blood coagulation.” Changes 
in some blood coagulation tests have been reported only in 
the immediate post-prandial period. Throughout the diges- 
tion of a single meal the cholesterol’ level in the blood 
remains unchanged. Under these conditions cholesterol 
presumably plays no part in any clotting changes observed. 
No investigations of blood coagulability have been under- 
taken following prolonged fat feeding of sufficient duration 
to produce changes in the blood cholesterol. Fullerton et 
al.’ claimed that there was a shortening of the clotting time 
of whole blood in a silicone-coated test-tube after a single 
fatty meal. Merskey ef al.* also gave single fatty meals and 
did not give “ low and high fat diets.” This claim has been 
confirmed*~* and denied.* *~* Most workers would agree that 
this apparently simple test is, in practice, extremely sensi- 
tive to minute uncontrollable variations in technique and 
that closely reproducible results are never obtained. The 
discrepancies mentioned above may, therefore, be attribut- 
able to differences in technique. Such a test, with its great 
inherent variability, is largely unsuitable to reveal any but 
major changes in the coagulability of the blood. Since the 
facts are still in doubt, it is profitless at this juncture to 
discuss their implications. 

Merskey ef al.’ did not record that “ the stypven time of 
the blood of patients on the high fat diet was lower than 
that of blood from patients on a low fat diet” (my italics). 
They used the Russell viper venom accelerated clotting time 
of platelet-poor plasma—the “ stypven ” time—and observed 
the effect of single meals. They found a significant accelera- 
tion in the stypven time four hours after a high-fat meal, 
but no change after a low-fat meal, or when no fat was 
given. This test, unlike the clotting time of blood, is highly 
reproducible, and, in fact, there is general agreement with 
this observation.‘ ?*~"* 

Since thrombocytopenic people are rarely bitten by Vipera 
russelli after eating a large fatty meal, the significance of 
this empirical test in normal physiology is not immediately 
apparent. This acceleration of the stypven time may be due 
to an increase in free fatty acids,’* but is more likely to be 
due to an increase in the available active phospholipids in 
the blood.’ ** Even if the latter view is correct, it is not 
known if such an increase is of physiological importance, 
although, clearly, it might be."* It has, however, been 
shown" that after physiological quantities of different fats 
in many tests there was no demonstrable difference between 
20 male patients with proved coronary thrombosis and 20 
volunteers of the same age and sex. This suggests either 
that the immediate post-prandial effects of a fatty meal are 
not relevant to the causation of coronary thrombosis or that 
the wrong tests have been performed: blood coagulation 
studied in the test-tube may have little relevance to the 
in vivo formation of a thrombus. The former view is 
strengthened by the observation’’ that the incidence of 
coronary disease throughout the day and night is fairly 
constant, and had post-prandial lipaemia been a factor the 
incidence would surely have dropped between 12 p.m. and 
6 a.m.—I am, etc., 
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Infection in Xenopus laevis with Human Group A 
Streptococcus 


Sin,—We wish to report an example of a human type 
streptococcus causing an outbreak of disease in a colony 
of amphibia kept in the Department of Pharmacology, 
Welsh National School of Medicine, Cardiff. Two years 
ago, during the very hot summer weather, an epidemic 
struck the colony of Xenopus laevis in this school. The 
death rate was high and the pattern of attack was always 
the same. The toads affected were females being used in 
routine pregnancy tests. After an injection the toads seemed 
normal, and then about three days later they were seen to 
be floating on the surface. Twenty-four hours afterwards 
the toads were dead. Every animal had a bloated appear- 
ance and there were small petechiae on the breast. Fluid 
withdrawn from the toad had a milky appearance, and on 
culture a growth of streptococci was obtained. At the time, 
this observation was not followed further. 

This outbreak decimated the stock and certain precautions 
were taken. The staff were swabbed and were found to be 
negative. The temperature of the circulating water was 
dropped to about 17° C. and the artificial heating in the 
amphibia room was turned off. Every tank was scrubbed 
with a strong lysol solution. However, the animals con- 
tinued to die until the general temperature dropped from 
ad higher summer values to more or less normal autumnal 

res. 

During the next two years there have been sporadic cases 
and each time the symptomatic picture has been the same. 
Direct microscopical examination of the fluid in every 
instance demonstrated the presence of very numerous Gram- 
positive cocci, in long and short chains, having the morpho- 
logical appearance of streptococci. Cultures of the lymph 
sac fluid from nine infected toads were made, and in each 
case a group A streptococcus was isolated. Typing of the 
organism showed it in all cases to be 3/13/B3264. The 
disease was not limited to those toads which had been 
recently injected with human urine for pregnancy diagnosis, 
but also occurred in toads which had not been used for some 
months. The affected animals showed an extreme degree 
of septicaemia, and a direct-film examination of blood 
showed large numbers of streptococci. Some animals were 
treated with 100,000 units of soluble penicillin daily into 
the dorsal lymph sac with excellent results. 

We should like to thank Mr. H. Price and Mr. M. Jones. 
of the Public Health Laboratory, Cardiff, for valuable tech- 
nical assistance.—We are, etc., 

R. W. S. Harvey. 

Cardiff. G. M. MrrcHetr. 


Dangers of Cigarette-smoking 

Sir,—In the Journal of July 20 (p. 158) Dr. Robert N. C. 
McCurdy writes, “ Fisher's criticism (Journal, July 6, p. 43) 
. . would not be so unfair if he had specified what alterna- 
tive explanations of the facts still await exclusion.” I had 
hoped to be brief. A few days later the B.B.C. gave me 
the opportunity of putting forward examples of the two 
classes of alternative theories which any statistical associa- 
tion, observed without the precautions of a definite experi- 
ment, always allows—namely, (1) that the supposed effect 
is really the cause, or in this case that incipient cancer, or 


* O'Brien, J. R., Lancet, 1955, 2, G0. 
a Tununication. 
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a pre-cancerous condition with chronic inflammation, is a 
factor in inducing the smoking of cigarettes, or (2) that 
cigarette-smoking and lung cancer, though not mutually 
causative, are both influenced by a common cause, in this 
case the individual genotype. 

The latter unexcluded possibility was known to Dr. 
McCurdy, but he brushes it aside with abundant irony. Is 
he really persuaded that this is the way to arrive at scien- 
tific truth ? Dr. McCurdy points out correctly that differ- 
ence in the genotypic composition of the smoking classes— 
non-smokers, cigarette smokers, pipe smokers, etc., would 
not explain the secular change in lung-cancer incidence. I 
had never thought it would be charged with this task. Is 
it axiomatic that the differences between smoking classes 
should have the same cause as the secular change in inci- 
dence ? Is there the faintest evidence to support this view ? 
Indeed, Dr. McCurdy’s belief that cigarette-smoking causes 
lung cancer would be more secure if he did not encumber 
it with the non sequitur that increase of smoking is the 
cause of increasing cancer of the lung. For at this point 
there appears one of those massive and recalcitrant facts 
which have been emerging through the smoke-screen of 
propaganda. When the sexes are compared it is found 
that lung cancer has been increasing more rapidly in men 
relatively to women. The absolute rate of increase is, of 
course, obscured by improved methods of diagnosis, and by 
the increased attention paid to this disease, but the relative 
proportionate changes in men and women should be free 
from these disturbances, and the change has gone decidedly 
against the men. But it is notorious, and conspicuous in 
the memory of most of us, that over the last 50 years the 
increase of smoking among women has been great, and that 
among men (even if positive) certainly small. The theory that 
increased smoking is “the cause” of the change in appar- 
ent incidence of lung cancer is not even tenable in face of 
this contrast. 

For the secular change, therefore, neither the smoking- 
causation theory nor the theory of differentiated genotype 
will afford an explanation. For the contrast between 
cigarette smokers and non-smokers both are available ; for 
the contrast between cigarette smokers and pipe smokers 
the first theory requires some special pleading, but this has 
never been lacking. The two circumstances, (1) that heavy 
smokers show a greater effect than light smokers, and 
(2) that persons who have voluntarily abandoned smoking 
react like non-smokers or light smokers, are not indepen- 
dent experimental confirmations of the smoking theory. 
They are only reiterations of the main association to be 
explained. Any theory which explains this association may 
be expected to explain these facts also. 

Differentiation of genotype is not in itself an unreason- 
able possibility. Inbred strains of mice if genotypically 
different almost invariably show differences in the frequency, 
age-incidence, and type of the various kinds of cancer. In 
man cancer of the stomach has been shown to be favoured 
by the gene for the blood group A. My claim, however, is 
not that the various alternative possibilities which have not 
been excluded all command instant assent, or are going to 
be demonstrated, It is rather that excessive confidence that 
the solution has already been found is the main obstacle in 
the way of such more penetrating research as might elimi- 
nate some of them. I am sure it is useless to treat the 
question as though it were a matter of loyalty to a political 
ideology or of forensic disputation. Statistics has gained a 
place of modest usefulness in medical research. It can 
deserve and retain this only by complete impartiality, which 
is not unattainable by rational minds. We should not be 
content to be “not so unfair,” for without fairness the 
statistician is in danger of scientific errors through his moral 
fault. I do not relish the prospect of this science being now 
discredited by a catastrophic and conspicuous howler. For 
it will be as clear in retrospect, as it is now in logic, that the 
data so far do not warrant the conclusions based on them.— 


I am, etc., 
Cambridge. RONALD A. FISHER. 


Smoking and Lung Cancer 

Sir,—Medical research bodies in America, England, Aus- 
tralia, and elsewhere have arrived at the conclusion that the 
increase in cancer of the lung is linked.with the use of 
tobacco, and that there are proportionately more cases of 
lung cancer among those who smoke more than 20 cigar- 
ettes daily than among those who smoke less than this or do 
not smoke at all. There are numerous varieties of tobacco, 
and it is possible that they may not all have the same effect 
on human beings. 

In the past Anatolian tobacco was smoked in large 
quantities in Europe, and there were not so many cases of 
cancer of the lung as there are now. Why does tobacco 
now affect the lungs more than it used to? Is it because 
of the change from Anatolian tobacco to the almost uni- 
versal use of Virginian ? Before the first world war, Euro- 
peans, and particularly Anatolians, smoked Anatolian 
tobacco; even the Americans used a blend containing a 
good proportion of this variety. After that war Virginian 
tobacco rapidly displaced Anatolian. After the second 
world war Virginian tobacco dominated the market, and 
where Anatolian was not entirely displaced the proportion 
of Virginian in the blend increased. Cancer of the lung has 
rapidly followed this dominance by Virginian tobacco. 

Here is an important point for inquiry by research 
workers, I consider it advisable that they should study 
carefully and impartially the carcinogenic properties of both 
Virginian and Anatolian tobacco. The components of both 
these varieties are different, and therefore their effect may 
be different.—I am, etc., . 

Famagusta, Cyprus. 


The Forgotten Thomas Splint 


Sir,—Mr. G. P. Arden’s letter (Journal, July 13, p. 101) 
will surely be welcomed by surgeons throughout the country, 
and should be appreciated by all concerned with the trans- 
port of casualties. In this county, where accident cases 
must travel long distances to hospital, an effort is being 
made to re-establish the use of the Thomas splint. By 
agreement with the local medical committee, Thomas 
adjustable splints (each with three rings) and weatherproof 
stretchers with suspension bars have been placed at strategic 
points throughout the county for use by doctors, police, 
and trained Red Cross personnel—I am, etc., 


B. SouTAR SIMPSON. 


ANTONIS GEORGEADES. 


Golspie, Sutherland. 


Sir,—It was surprising to learn from Mr. G. P. Arden’s 
letter in your columns (Journal, July 13, p. 101) that it is 
still necessary to reiterate the merits of the Thomas splint. 
One would have thought, as he has said, that a method of 
treatment which in 1916 reduced the immediate mortality 
due to open fractures of the femur from 80% to 20% 
within a few weeks of its introduction into the front line 
needed no further advocacy. The long Liston splint in such 
cases is inadequate and even dangerous. A broken femur 
is difficult to control by any splint, because the bone is 
contained within a deep mass of muscle. Liston’s splint, 
lacking the all-important traction element of Thomas's, can 
hold such a fracture only if it is so firmly bandaged to the 
limb as to further endanger a circulation often already in 
jeopardy. Any swelling which occurs after the splint has 
been applied will obviously still further increase the risk 
of serious ischaemia. And, apart altogether from these 
considerations, the splint itself (which extends to the axilla) 
is uncomfortable in the extreme, and renders it difficult to 
transport a patient save on an absolutely rigid stretcher. 

One feels that one justifiable objection to the Thomas 
splint in the past has been the difficulty encountered in 
fitting a splint of the correct size to any given patient, what- 
ever the dimensions of his thigh. R.A.M.C. units carry 
three different sizes, and one of this range can be found to 
fit most adult males. Civiliag casualty organizations nvust 
be prepared to treat women and children as well, and a 
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consideration of the number of splint sizes necessary may 
perhaps be involved in any decision to discard the Thomas 
splint. All will realize, however, that it is quite possible to 
design a simple modification of Thomas's splint with sides 
and a ring of adjustable dimensions. My colleague Mr. 
Roy Maudsley’ has in fact described such an appliance, 
which also embodies several other ingenious features. Be- 
cause an ambulance carrying a splint, or one similar to it, 
would be able to immobilize adequately almost any femoral 
fracture. I commend his article to the attention of all con- 
cerned with the organization of first-aid services.—I am, etc., 


London, W.C.1. RICHARD HARRISON. 


REFERENCE 
' Maudsicy. R. H., Lancet, 1955, 2, 597. 


Insufficiency of Internal Cervical Os 


Sir,—I was very interested to read the article by Mr. 
V. B. Green-Armytage and Professor J. C. McClure Browne 
(Journal, July 20, p. 128) on insufficiency of the internal 
cervical os in repeated abortion. Particularly valuable was 
their description of the operative technique. I have suc- 
cessfully treated one such case of cervical incompetence, the 
details of which were as follows. 


The patient had had two full-term normal deliveries in 1949 
and 1953 followed by a three-months abortion in 1955. PF was 
called to see this patient on October 3, 1956, with a history that 
the last period had been on May 12, 1956, and that for about 
seven days she had been leaking liquor associated with some 
blood-stained discharge. The uterus was about 20 weeks’ size, 
foetal movements had been felt, and the foetal heart could be 
heard. On vaginal examination the cervix was seen to be open, 
the membranes could just be seen, and liquor was leaking through 
the os. The same day I closed the cervix by inserting two lateral 
mattress sutures of No. 9 braided nylon, and at a higher level a 
purse-string suture of similar material. Following this there was 
no further loss except on October 8 and 9, when there was some 
slight brownish discharge. I inspected the cervix on October 11 
and this was still quite closed and healthy, and the pregnancy 
was continuing satisfactorily. On November 22 the patient had 
the misfortune to fall downstairs. This led to some further leak- 
age of the liquor and some intermittent lower abdominal pain. 
She was readmitted to hospital, the uterine size now being about 
28 weeks, and there was a single foetus presenting as a vertex 
and the foetal heart could be heard. The patient was sedated 
and the threatened premature labour did not proceed. The 
following day a large area of bruising could be seen over the left 
sacro-iliac joint and sacrum. The cervix was inspected and 
‘seemed to be healthy, and there was no further leakage of liquor 
through the cervical os. She was kept in bed for a week and 
the pregnancy proceeded normally. On January 22, 1957, I 
removed the three sutures from the cervix in the hope that she 
would then start in labour, as the blood pressure had been slightly 
taised despite bed rest for some two weeks or so. When the 
sutures were removed the cervix immediately opened to the extent 
of one being able to just see the membranes again. Labour did 
mot ensue, and on February 11 rupture of the membranes was 
performed and a normal delivery of a live female child occurred 
two days later. 

It seems to me that this simpler method of closing the 
cervix may be adequate when the insufficiency is not due 
to amputation of the cervix.—I am, etc., 

Solihull. H. B. Watson. 

Sir,—i read with interest the paper by Mr. V. B. Green- 
Armytage and Professor J. C. McClure Browne (Journal, 
July 20, p. 128) describing a modified Shirodkar technique. 
However, it should be pointed out that the anatomical basis 
‘for the operation is not as they describe. 

It is accepted that the isthmus uteri and anatomical inter- 
‘nal os are incorporated into the ovum chamber in the fourth 
month of pregnancy. Danforth’ demonstrated that the cer- 
vix uteri is mainly fibrous and the corpus uteri mainly mus- 
cular. He described a fibromuscular junction between these 
two parts located near the lower end of the isthmus uteri— 
certainly not “ between the anatomical internal os and the 
lower uterine segment.” Unfolding of the isthmus uteri 
occurs down to this junction. The unfolded isthmic 


musculature is indistinguishable from corporeal muscula- 
ture. How then do the present authors define the upper 
limit of the isthmus delineated clearly in their Figs. 1 and 2 ? 
Shaw and Nirula’ defined the fibromuscular junction more 
precisely and described a thick layer of muscle fibres lying 
beneath corporeal and isthmic mucosa and tapering abruptly 
into a thin layer lying beneath cervical mucosa. The lower 
edge of this thick interlacing muscle layer forms a func- 
tional sphincter, disruption of which may be associated with 
habitual abortion and corrected by Shirodkar’s operation. 

In his excellent paper Hughesdon* demonstrated that the 
cervix is a fibromuscular structure with most of the muscle 
disposed peripherally as internal and external cervical 
muscles. He described the loosening of cervical collagen in 
pregnancy and the differential movement of the internal 
and external cervical muscles in labour. In the course of a 
study of the lower uterine segment* I have described speci- 
mens which suggest that differential movement occurs also 
in pregnancy, and that the thick muscle ring defined by Shaw 
is drawn up into the ovum chamber after the twentieth week. 
Thus, nearer term, the lower part of the isthmic segment is 
extremely thin. A nylon suture placed around the isthmus 
uteri in the first half of pregnancy would in the second half 
be separated from the mucous membrane by an extremely 
thin layer. The pressure of the suture, and the muscular 
defect necessitating its insertion, may result in the layer be- 
ing even thinner than normal. A biopsy performed at the 
time of removal of the suture would be interesting and add 
to our knowledge of uterine anatomy.—I am ete., 


London, S.E.1. C. P. 
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Hospital Confinement 


Six,— Your correspondents on this subject seem so far to 
have quite neglected the prima donna in the piece ; we, as 
supporting cast, might do better to consult her in the 
matter. Where would she prefer to have her baby ? 
Surely this should be our first question, and we should 
acquiesce in all cases, subject to considerations as to the 
available accommodation and facilities, and antenatal pro- 
gress. If this be not sufficient argument to sway us, we may 
consider the practical point that, leaving the initial decision 
to the patient, we cannot be said to have exerted an in- 
fluence on her for evil.—I am, ete., 


Upton, Hunts. Joun K. PATERSON. 
Hazards of Tranquillity 
Sixr,—Your annotation “Hazards of Tranquillity” 


(Journal, July 13, p. 92) raises several controversial issues. 
You mention the threat of the easy way out which mass 
tranquillization appears to offer to those millions whose 
anxiety symptoms are the result of stress. This criticism 
is not constructive until such ideal times have been reached 
which make “narcoleptic therapy” unneccessary. How- 
ever, the purpose of this letter is not to raise ethical issues 
but to point out that the main facts have been overlooked in 
this controversy. 

Tranquillizers appear to have some good effect in some 
sufferers. It has now become necessary to investigate why 
certain tranquillizers are effective in some cases only. In 
assessing the relative efficacy of a tranquillizer the individual 
degree of suggestibility, the basic personality, and the clinical 
syndrome have to be taken into account, and in any clinical 
trial the matching of the subjects has to be as accurate as 
possible. If the manufacturers toned down their extrava- 
gant claims, if the professiona) journals insisted on proper 
experimental designs, and if the investigators paid more 
attention to clinical entities, the present unsatisfactory degree 
of vagueness would give way to a more logical and scientific 
approach to the problem.—I am. etc., 

Rainhill, near Liverpoo!. G. C. HELLER. 
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Congenital Malaria 

Sir,—With reference to the case of congenital Plasmodium 
ovale malaria reported by Dr. H. G. Jenkins in your Journai 
of January 12 (p. 88), I should like to report an investiga- 
tion on a series of 50 births in this hospital over the past 
three months. 

Taking 50 consecutive deliveries, blood slides were taken 
on the day of delivery for both the mothers and infants. 
Of the 50 mothers, 32 had a positive blood slide for P. 
falciparum. The mothers with positive blood slides gave 
birth to 22 babies with positive blood slides; in no case 
did a mother with a negative blood slide give birth to a 
child with a positive blood slide. All the mothers were 
Nigerians living in this area with free antenatal care and 
treatment available, but only four complained of fever 
during the antenatal check-ups, and these were treated. Of 
these four three had negative blood slides at delivery ; in 
the case of the fourth both mother and baby had positive 
blood slides. 

These figures show that with Plasmodium falciparum 
malaria, which is hyperendemic in this area (74% of the 
population show positive blood slides), the incidence of 
congenital malaria is very high and suggest that the use of 
antimalarial and prophylactic drugs during pregnancy 
would be very worth while.—I am, etc., 


Calabar, Niger‘a. K. J. ATKINS. 


Toxic Effects of Meprobamate 


Sir,—It is felt that the following report of a case of 
sensitivity or toxic reaction to meprobamate (“ equanil ") 
may be of interest, since certain features of it, while they 
have been recorded in America, have not, so far as I am 
aware, been reported in the British literature. However, 
attention was drawn to the American publications in the 
British Medical Journal,’ and in the same issue’ West and 
da Fonseca, in a report on a controlled trial of mepro- 
bamate, mention five cases of a transient urticarial rash 
following a single 400-mg. dose. Since that time there 
have been several reports of a variety of toxic reactions, and 
now (Journal, July 13, p. 92) once again you draw attention 
to the “ hazards of tranquillity.” 


The patient, a married woman of 22 who was under consider- 
able domestic stress, was given a tablet (400 mg.) of meprobamate 
(equanil) by a friend to “ calm her nerves.” She had no family 
or personal history of allergic disease or drug sensitivity beyond 
a slight local skin reaction while being treated for conjunctivitis 
some years previously. Two hours after taking the tablet she 
began to feel hot and developed a generalized, intensely irritant 
erythema all over the body, giving the appearance of severe 
sunburn. The irritation was particularly marked around the 
pelvic girdle, groins, breasts, palms of the hands, and soles of 
the feet. This was followed by tender enlargement of groin and 
axillary glands. Four hours after ingestion of the pill she pre- 
sented an extremely agitated and tearful state. Her temperature 
had risen to 100° F. (37.8° C.), but there were no other abnormal 
physical signs. Shortly afterwards, however, she also developed 
headache, nausea, and vomiting. Despite the fact that she had 
never previously taken meprobamate, this picture seemed to 
contain most of the features of a drug allergy. She was accord- 
ingly treated with mepyramine maleate, phenobarbitone, and 
topical applications of calamine lotion. All her symptoms and 
signs, except the skin irritation and some residual glandular 
tenderness, subsided in 24 hours. On the second day, however, 
she developed a few small vesicles, which later became pustular, 
over the front of the chest and in the groins. This eruption and 
all residual symptoms had subsided by the fourth day. 


All the features noted in this case have been reported 
previously by various American observers,’* but only one 
aspect has been found mentioned in the British literature.’ 
The features of particular interest were, first, that the 
reaction was produced by a single 400-mg. tablet with no 
prior sensitization to the drug, as were the rashes in West 
and da Fonseca’s cases ; and, secondly, that a paradoxical 
cerebral reaction was produced. Friedman and Marmelzat* 
suggest that a possible explanation of a drug sensitivity 


reaction appearing in patients without previous exposure 
to the drug is that they have been exposed in the past to 
chemically related compounds such as mephenesin. There 
was no history of such exposure in the present case. No 
explanation of the paradoxical cerebral effect is put forward, 
but, as they point out, “ paradoxical reactions, where seda- 
tion is expected and excitement is produced, have a long 
tradition in regard to the barbiturates and other sedative 
compounds.” Unfortunately it was not possible to confirm 
that the observations in this case were without doubt due to 
the ingestion of meprobamate by repetition of the dose and 
further observations, as the patient passed out of my care 
immediately after this episode.—I am, etc., 


Lindho!me, near Doncaster. Davip L. MILLER. 
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Sign of Rain 


Sin,—As my letter (Journal, June 1, p. 1305), questioning 
the authorship of the poem “ Signs of Rain” seems to have 
aroused some interest Journal, June 29, p. 1530), I thought 
it werth while pursuing the matter further. Mr. Hawke, for 
the Royal Meteorological Society, editor of the fourth 
edition of Weather Lore, has kindly furnished me with the 
evidence that Erasmus Darwin was probably the author. 
He writes : 


“This set of verses was first published anonymously (after a 
common custom of those times) towards the close of the 
eighteenth century and was long supposed to be the work of 
Dr. Edward Jenner. Many years later it was pointed out that 
the versification was much more in the style of Dr. Erasmus 
Darwin (1731-1802) than of Jenner, and, further, that Darwin, 
a minor poet of considerable repute, had studied weather lore 
and written a good deal about it, whereas Jenner was not known 
to have taken any interest in the subject. 

“ Although the origin of the verses has not been conclusively 
established even now, most modern authorities are agreed that 
they may be credited with a high degree of confidence to Erasmus 
Darwin. Among these authorities are the late Sir Napier Shaw, 
F.R.S., former Director of the Meteorological Office, Air 
Ministry, and the late Richard Inwards, one-time President of 
the Royal Meteorological Society and compiler of the standard 
treatise on weather lore. In Shaw's great Manual of Meteor- 
ology* two of the three references to ‘ Signs of Rain’ ascribe the 
lines definitely to Darwin, while the third reference mentions that 
they have also been attributed to Jenner. Inwards’ at one time 
(nearly a century ago) appears to have believed the verses to be 
Jenner's, but subsequently he fell in with the prevailing opinior 
that the authorship was much more probably Darwin's.” 

-I am, ete., 

Dartford, Kent J. C. BURNE. 
REFERENCES 
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Frederick William Pavy (1829-1911) 


Sir,—In his article on “Claude Bernard and the Dis- 
covery of Glycogen” (Journal, June 22, p. 1431), Professor 
F. G. Young outlined the work of F. W. Pavy on carbo- 
hydrate metabolism. Although it is for his writings in this. 
field that Pavy is now chiefly remembered, it may be of 
interest to recall another aspect of his career which, while 
much less well known, is nevertheless of no little historical 
importance. This concerns his work in the sphere of public 
health. 

Following the passing of the Metropolis Management 
Act in 1855, every vestry and district board in the London 
area were required to appoint a medical officer of health. 
Among the forty-eight men who filled these newly created 
posts was Dr. Pavy, who, at the age of 26, became the 
first medical officer of health of the parish of St. Luke, 
Middlesex. His district comprised the crowded area im- 
mediately adjacent to the City on the north side, and now 
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forms part of the Metropolitan Borough of Finsbury. 
Shortly after taking up his appointment Pavy invited seven 
of his colleagues to his house at 3, Finsbury Square, for 
a discussion of their work, and more particularly to con- 
sider the formation of a society. This meeting is a note- 
worthy event in the annals of public health.’ Its outcome 
was an invitation to all the medical officers of health in the 
Metropolitan area to attend a gathering on May 13, 1856, 
in the rooms of the Medical Society, Hanover Square. At 
this meeting, which was attended by thirty of those who 
had been invited, the Metropolitan Association of Medical 
Officers of Health was founded, with John Simon as its first 
president. In the years that followed, this association, 
which owed its inception to Pavy, gradually widened its 
scope and membership and became the Society of Medical 
Officers of Health of the present day. 

Pavy continued his work at St. Luke’s for nearly thirty 
years, while, at the same time, conducting his researches 
into diabetes. This was the period which witnessed sub- 
stantial improvements in the sanitary conditions of London, 
and the long series of annual reports which he submitted to 
his vestry provide an interesting commentary on these 
changes and serve to illustrate his interest in matters con- 
cerning community health. In addition to being medical 
officer of health Pavy was also the public analyst of his 
parish. He carried out much of this work himself, and it is 
interesting to reflect that, while he was engaged on his 
studies of food and dietetics, he was also testing the milk, 
foodstuffs, and even the beer sold in his district. In 1884 
he resigned his post in order to devote more time to his 
clinical research and his private practice. He retained his 
interest in public health to the end of his long life. When 
in 1906 the Society of Medical Officers of Health celebrated 
its jubilee, Pavy, then aged 77, attended the commemorative 
banquet and made a short speech. At his death in 1911 he 
was the last of the society's original members. Although his 
principal interest lay in physiological research, his contribu- 
tion to public health is, I believe, worthy of mention.—I 
am, etc., 


London, W.C.1. S. P. W. CHAve, 


Lecturer in Public Heaith, London School of 
Hygiene and Tropica! Medicine. 
REFERENCE 
! Wakon, W. S., Public Health, 1956, 69. 160. 


Preludin and Enuresis 


Sir,—May I have the hospitality of your correspondence 
columns to report a chance observation which may have 
some therapeutic value ? 

The patient was a girl aged 11 years. She had become 
grossly overweight, largely by reason of an easy access to 
cakes and pastries. I was assured by a paediatrician that 
there was no endocrine dysfunction, and she was put on a 
diet. This, however, had no effect at all, as she did not 
keep to the regime. After some time I decided to give her 
a trial course of “ preludin ” (tetrahydro-3-methyl-2-phenyl- 
1:4 oxazine). She was given the usual dosage of two tab- 
lets daily. Her weight gradually began to fall, and it was 
noted, as well, that her enuresis, which had persisted since 
early childhood, stopped altogether. When she ceased taking 
the tablets her enuresis returned. 

From the literature it appears that preludin acts directly 
upon the hypothalamus, the nuclei of which, operating via 
the autonomic nervous system on the pituitary gland, are 
said to be responsible for, among other things, the regula- 
tion of sleep and the production or suppression of posterior 
pituitary antidiuretic hormone. Both these factors are of 
importance when considering enuresis. The role of the 
hypothalamus in the “exteriorization” of emotions may 
also be significant. I propose to conduct a small-scale 
investigation into this matter when suitable cases arise. 
Until then I would be interested to hear if this phenomenon 
has been observed elsewhere.—I am, etc., 


N. Trevor BURNETT. 


Ashton-in-Makerfield. 


Obituary 


J. D. L. REINHOLD, D.M., M.R.C.P., D.C.H. 


Dr. J. D. L. Reinhold, who had recently taken up an 
appointment as assistant professor of paediatrics in the 
University of Colorado, died after a motor accident at 
Denver on July 19. He was 34 years of age. 


John Drake Lucas Reinhold, the second son of Colonel 
Carl Reinhold, M.C., LM.S. (retired), was born in 1922 in 
India, where his family had had a long record of service. 
The Reinholds were of Danish origin, John’s great-grand- 
father having left his native Holstein after the Danish- 
Prussian war of 1866. He went from Wellington to Trinity 
College, Oxford, and thence to Guy's Hospital, graduating 
B.M., B.Ch. in 1945. Illness debarred him from National 
Service, and after house appointments at Guy's and a year 
of general practice he joined the rheumatism unit at the 
Canadian Red Cross Memorial Hospital, Taplow. While 
there he carried out some interesting research on anaemia in 
rheumatic fever and published a paper on foetal endocard- 
itis. He took the M.R.C.P. in 1947 and the D.C.H. in 1951. 
From Taplow he joined the paediatric unit at St. Mary’s 
Hospital, first as senior registrar and then as lecturer. In 
1951 he spent one year at the Children’s Hospital in Boston, 
and ‘it was there, under Dr. Nadas, that he developed his 
interest in paediatric cardiology. From Boston he pub- 
lished papers on red cell fragility and the use of digitalis 
in infants and children. 

On his return to London he continued to work at 
St. Mary’s and built up an exceptionally efficient and 
pleasantly run heart clinic at the Princess Louise (Kensing- 
ton) Hospital for Children. His important research at Great 
Ormond Street on normal and abnormal heart sounds was 
later published as a D.M. thesis. In 1956 he was appointed 
assistant to the director of the department of child health 
at Guy’s, his old hospital. He had only been a few days in 
his new appointment at Denver when he lost his life. 

Two former colleagues of Dr. Reinhold write: When 
John Reinhold left England at the end of June many of his 
friends must have wondered whether they would ever see 
him again, but our sense of loss was tempered by the know- 
ledge that he was leaving to take up just the kind of appoint- 
ment he had always wanted and one which would enable 
him to achieve the maximum in his chosen fieid. His tragic 
death in a car smash, only a week after his arrival in 
America, has deprived the English-speaking world of a 
young children’s doctor whose achievement in Britain and 
promise in America were of the highest and whose fine 
character and charming personality had won him many true 
friends on both sides of the Atlantic. He was essentially a 
clinical scientist: much of his research was concerned with 
the use of instruments to evaluate clinical techniques in an 
endeavour to enhance their accuracy and usefulness. This 
was exemplified by his work on phonocardiography. 

John Reinhold had had an active boyhood in India, riding, 
ski-ing, and fishing, and he felt the need for his family— 
three girls and baby boy—to live a less restricted life than 
that offered by a London suburb. For this reason he had 
already contemplated abandoning cardiological research for 
the life of a country paediatrician, for which he would have 
been just as admirably suited. But in the spring of this year 
he was offered a post which would have enabled him to con- 
tinue to work in the field of his special interest as well as 
giving his children the opportunities he had enjoyed. The 
decision to leave England was difficult for him, but his year 
in Boston had been happy and productive, and few of his 
close friends were surprised when he accepted an offer to 
go to the University of Colorado as associate professor of 
paediatrics in charge of the congenital heart clinic of the 
Medical Centre there. But it remained his ambition that 
his baby son should follow him to Trinity College, Oxford, 
in due course, and this his friends hope to realize for him. 
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John Reinhold was a very easy person to be with; he 
was content to be himself and thus allowed his friends to 
be themselves too. He professed no high ideals, but his 
way of life implied them. His scientific work was scrupu- 
lously accurate, and, though not without ambition, he was 
not one to jostle in the queue for preferment. Among his 
many interests outside his work, he was a talented artist, 
a capable fisherman and golfer, a trencherman of discern- 
ment, and an enthusiastic brewer of home-made wines. His 
strong sense of humour, his acute judgment of people, his 
sanity and tolerance, his happy family life—for all these 
qualities he is mourned by his contemporaries. All who 
knew him either personally or by his work will wish to offer 
deep sympathy to his young widow, his orphaned children, 
and his bereaved parents. 


M. SYLVIA STOCKS, M.R.CS. 


Dr. Mary Sylvia Stocks, who practised at Chalk Farm, 
London, died on May 25 at the Royal Free Hospital. 
She was 63 years of age. 


Born at Richmond, Surrey, Sylvia Stocks began her 
medical training at Bedford College and went on to 
St. Mary’s Hospital, qualifying in 1919. After a term as 
locumtenent for the obstetric resident at St. Mary's, she 
became resident medical officer to the Leeds Public Dis- 
pensary, and later resident assistant medical officer to the 
Harton Hospital, South Shields, where she remained for 
five years until taking over the general practice at Chalk 
Farm in 1927. 


E. S. writes : No wonder that Dr. Sylvia Stock’s experience 
and the influence of her earlier work soon become apparent 
in the expansion of her practice. She displayed a keen sense 
of duty at all times, together with a thorough devotion to 
the well-being of her patients. Deeply interested in the 
individual, she was prepared to take unlimited trouble to 
help people in need in the right way and at the right time. 
During the bombing phase of the last war she shared with 
only one other medical officer night duties in the deep air- 
raid shelters of the Camden Town district, accommodation 
which extended for two and half miles. In addition to this 
and her private practice she continued lecturing to nurses 
and even managed first-aid lectures at the local town hall 
for civil defence purposes. After the war her health 
became poor and it became necessary for her to give up 
obstetrics and later to obtain part-time help at her surgery. 
Until quite recently she continued to lecture at the Occupa- 
tional Therapy Centre, Merton Rise, Hampstead, where she 
will be greatly missed. Dr. Stocks was a great character, 
with sparkling wit and practical wisdom. With other people 
to care for, she accepted no barriers and was fearless in 
achieving her objective, but she had rea! compassion. She 
faced private difficulties with courage and was quite without 
self-pity. She is survived by her adopted son. 


ROBERT DICK, M.B., F.R.C.S.Ed. 


Dr. Robert Dick died suddenly at his home at Liver- 
sedge, Yorkshire, on June 27 at the age of 59. 


Robert Dick was born at Kilbirnie, Ayrshire, on April 12, 
1898. He was educated at Spiers School, Beith, Ayrshire, 
and, after serving in the Highland Light Infantry during the 
first world war, entered Glasgow University as a medical 
student and graduated M.B., Ch.B. in 1924. Two years later 
he was elected F.R.C.S.Ed. After a short time as an assistant 
in general practice he was appointed the first house-surgeon 
to Batley and District General Hospital. On leaving th's 
appointment he became a partner with a fellow Scot, the 
late Dr. James Nicholson, of Liversedge, where he built 
up a large practice. During this time he endeared himself 
to his patients by his thoughtfulness and efficiency. His 
quick sense of humour and jovial spirit made him the life 
and soul of any party. His devotion to his patients, which 
he certainly rendered to the full, did not prevent him from 
many voluntary services, and he gave an untiring service to 
the local St. John Ambulance Brigade. He was an honorary 


surgeon to Batley and District Hospital, and after the incep- 
tion of the National Health Service he still served on the 
medical advisory committee of the management committee. 
He was a very loyal supporter of the British Medical Asso- 
ciation, being chairman of the Dewsbury Division in 1955-6. 
A director of the local football club, he actively supported 
many sports in the district. These are just a few of the 
many activities that he so willingly rendered to the public 
that loved him so well.—S. M. N. 


W. G. LOVE, M.B., Ch.B. 


Dr. William Griffith Love died on July 13 at Woodville, 
near Burton-on-Trent. He was 53 and had practised in 
Woodville for many years. 


Bill Love, as he was known to everybody, was born in 
Newcastle upon Tyne on July 22, 1993, and educated at 
Mill Hill School (of which he was later to become a life 
governor). He studied medicine at Edinburgh University, 
graduating M.B., Ch.B. in 1925. House appointments which 
followed included those of resident medical officer at the 
Royal Victoria Hospital, Edinburgh, and senior house- 
surgeon at Chester Royal Infirmary. In 1930 he came to 
Woodville to join the late Dr. S. W. May in general prac- 
tice. He quickly settled into the medical and social activi- 
ties of the district, and soon established a high reputation 
for himself in everything he undertook. A keen Territorial 

“officer, he was called up at the outbreak of the second 
world war as a company commander in his unit, the 137th 
Field Ambulance, and was soon promoted to the command 
of the 172nd Field Ambulance. In 1943 he was posted to 
West Africa in command of the 6th (West African) General 
Hospital. His long service in the R.A.M.C. (T.A.) was 
recognized by the award of the Territorial Decoration (with 
Ist clasp) in 1950. 

On his return to practice he again resumed his busy and 
varied life. Taking an active part in the work of the Derby- 
shire local medical committee, he was its treasurer, vice- 
chairman, and, just before his death, chairman. He was 
also vice-chairman of the Derbyshire executive council. In 
the proceedings of these bodies he could always be relied 
upon to display sound appreciation of a problem and to 
contribute useful observations. He was, too, a strong sup- 
porter of the Conservative Association, and he had been 
chairman for many years of the local branch. He had held 
office as chairman of the Burton Division of the B.M.A. 
and the same office in the South Derbyshire General Medi- 
cal Practitioners’ Group. Soon after the war he was a 
co-founder and first chairman of the Burton and District 
branch of the R.A.M.C. Association, and his enthusiasm 
and example produced one of the most active branches in 
the United Kingdom. 

Bill Love's passing is greatly regretted by professional 
colleagues and patients alike ; to both he was always ready 
to lend help and assistance. Just over a year ago he under- 
went a serious operation, and although he was back at work 
in three months it was obvious that his strength was not 
equal to the demands he imposed on himself, but he carried 
gamely on with all his activities until a few weeks ago. It 
may be truly said that he lived up to the motto of his Corps, 
In arduis fidelis. The sympathy extended locally to his 
wife and daughter will be echoed further afield —E. M. R. F. 


ALAN GREGG, M.D. 


Dr. LEONARD COLEBROOK writes: In your tribute to 
Alan Gregg (Journal, July 27, p. 240) you spoke of the 
“many British institutions which owe much to him and 
the Foundation he served” so well. May I put on 
record that Queen Charlotte’s Hospital was one of these, 
and that the work done there on the sulphonamides was, 
in part at least, an outcome of the Foundation's generous 
support—thanks to Gregg’s personal advocacy ? 

In 1930 the hospital, with the valuable help of the Bern- 
hard Baron Trust and others, had built the isolation block 
and its research laboratories for an intensive study of 
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puerperal fever. It was an act of faith, for there was no 
certainty that anything of practical value would come out of 
the venture. Nor was its financial future assured. The 
Medical Research Council provided the salaries of several 
of the laboratory staff from year to year, but over and above 
these the research programme meant a big bill for Queen 
Charlotte's to meet, at a time when it was already faced with 


the task of rebuilding the maternity hospital. In these 
circumstances I wrote to Alan Gregg. I had never met 
him, and he had probably never heard of me. But one 


morning he turned up (unannounced, I think), looked round 
the laboratory, and for a couple of hours turned me inside 
out with most intelligent questions about the work we pro- 
posed to do. He went back to New York, and, as I heard 
many years later, met with considerable opposition from 
some of his colleagues on the Foundation’s Board when he 
backed my application. 

In due course came his letter announcing that the Board 
was giving us £3,000 a year for seven years. There were 
no strings—and no request for reports. The Board trusted 
us to do our best. I am sure that Gregg had appreciated 
that puerperal fever presented a problem which concerned 
the whole world, not Britain alone. Before the seven years 
were out “prontosil” had come from Germany, and we 
were in a unique position at the isolation block for investi- 
gating its merits. In after-years Gregg was kind enough 
to say, on more than one occasion, that the Foundation’s 
contribution to that work was one of the happiest invest- 
ments it had ever made. 

I met Gregg only three times, but always he left on me an 
indelible impression as one of the finest types of civilized 
man I had ever had the good fortune to encounter. In his 
rich personality he seemed a symbol of the wonderful 
generosity of the American people. 


Medico-Legal 


DR. J. B. ADAMS FINED ON 14 CHARGES 


At Sussex Assizes, Lewes, last week Dr. John Bodkin Adams, 
of Eastbourne, pleaded guilty to 14 out of 16 charges and 
was fined a total of £2,400. The 16 charges against Dr. 
Adams were as follows : 


On a day in January, 1952, forged a National Health pre- 
scription contrary to section two (2) (C) of the Forgery Act, 
1913, and on a day in January, 1952, obtained a quantity of pre- 
pared vaccine by a forged instrument, contrary to section 7 (A) 
of the Forgery Act. 

Between January 22 and February 1, 1952, with intent to 
defraud, obtained a quantity of prepared vaccine by a forged 
National Health prescription. 

In November, 1955, forged a National Health prescription and 
caused to be delivered to Dorothy Crisford a pair of elastic 
stockings by a forged instrument. 

In April, 1956, forged a National Health prescription. In 
May, 1956, caused to be delivered to Beryl Galloway an elastic 
knee support by a forged instrument. 

In September, 1956, caused to be delivered to Frances Abrams 
a bottle of medicine and six 7}-gr. tablets of sodium barbitone 
by falsely pretending that Frances Abrams was authorized to re- 
ceive them as a National Health patient, contrary to section 32 
(1) of the Larceny Act, 1916. 

In October, 1956, forged a National Health prescription, and 
caused to be delivered to Frances Abrams a bottle of medicine 
and 24 A.P.C. tablets by a forged instrument. 

On February 23, 1950, made a false representation that so far 
as he was aware he had no pecuniary interest in the death of 
Amy Constance Clavering 'Anson Ware with a view to pro- 
curing the burning of her remains, contrary to section 8 (2) of 
the Cremation Act, 1902. 

On May 30, 1955, made a false representation that so far as he 
was aware he had no pecuniary interest in the death of James 
Priestley Downs with the same object in view. 

On March 14, 1956, made a false representation that so far 
as he was aware he had no pecuniary interest in the death of 
Alfred John Hullett, again with the same object in view. 

On November 24, 1956, attempted to conceal certain drugs to 
which part 3 of the Dangerous Drugs Act, 1951, applied—ie., 
two bottles of morphine. 


On November 24, 1956, obstructed Detective Constable Brynley 
Pugh in exercise of his powers under section 14 of the Dangerous 
Drugs Act, and failed to comply with Regulation 17 of the 
Dangerous Drugs Regulations, 1953, in relation to the keeping 
of a register or other records. 

Dr. Adams pleaded not guilty to the charge that in 
January, 1952, he forged a National Health prescription, 
and to the charge that in October, 1956, he forged a National 
Health prescription. The pleas of not guilty were accepted. 

In pronouncing judgment Mr. Justice Pilcher said that 
Dr. Adams had not gained anything by the stupid forgeries 
which he had committed, but if every doctor acted as he had 
acted it would be quite impossible for the National Health 
Service to be administered. His offences were really in some 
ways childish. Adams was fined £150 for these offences. 

The Judge said he regarded the offences over the crema- 
tion certificates as the most serious. There was a time, he 
said, when he felt he would not be doing his duty unless he 
sent Dr. Adams to prison on this indictment, but he was 
bearing in mind that he was simply dealing with the offences 
to which Dr. Adams had pleaded guilty there. “I confess 
that I am impressed to some extent by the fact that it appears 
to be almost unheard of for doctors, at any rate in your 
area, ever to answer Question 4 on the cremation form in any 
fashion other than the way in which you answered it. It is 
a surprising thing, and it may be, of course, that doctors 
in this part of the world are never aware with sufficient 
certainty that they are being left any amount.” But, said 
the Judge, Dr. Adams knew perfectly well that these three 
people were leaving him money. In view of the fact that he 
spent some months in prison, he would impose a fine of 
£500 on each of these three charges. He also imposed a fine 
of £500 for failing to comply with the regulation in relation 
to the keeping of a dangerous drugs register, and fines of 
£250 for the offence of obstruction and attempted conceal- 
ment of drugs. 

The Medical Defence Union instructed Messrs. Hempsons, 
solicitors, to act for Dr. Adams. 


Medical Notes in Parliament 


Poliomyelitis Vaccine 
Colonel R.-Gtyn (Dorset, North, Con.) asked the Minister 
of Health on July 24 what were the prospects of an increase 
in the present supply of home-produced pcliomyelitis vac- 
cine. Mr. J. K. VAUGHAN-Moraan, the Parliamentary Secre- 
tary, stated that Messrs. Glaxo Laboratories had decided to 
expand their production by 50% on an undertaking by the 
Government that, for a period of at least a year from the 
time when the additional vaccine became available and 
subject to the price being satisfactory, it would make a 
proportionate increase in the amount purchased. Messrs. 
Burroughs Wellcome were expected to come into production 
later this year. If these expectations were realized, they 
would be able to consider a corresponding extension of the 
arrangements for vaccination, which were at present re- 
stricted to children born between 1947 and 1956 inclusive, 
but he must repeat and emphasize that nothing in this field 
was predictable either in this country or elsewhere. 

Mr. S. P. Viant (Willesden, West, Lab.) asked what in- 
formation had been received of inoculated children develop- 
ing poliomyelitis during recent outbreaks. Mr. VAUGHAN- 
Moraoan said on July 26 that during 1957 six cases of polio- 
myelitis, three of them paralytic, had been reported in Eng- 
land and Wales in children who had had two injections of 
vaccine, So far, enough vaccine had been issued to local 
health authorities for the vaccination of over a million 
children. 

Fainting on Parade 

Mr. R. W. SorENSEN (Leyton, Lab.) asked the Secretary 
of State for War on July 24 what medical inquiry had been 
made during recent years into the stamina of soldiers and the 
causes of their collapse on parade ; and what guidance was 
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given them when likely to experience undue strain from heat 
or other causes. Mr. JoHn Hare replied that the basic 
cause of fainting was well known and soldiers were trained 
in preventive measures. They were advised to take enough 
rest and sleep before parades, and care was taken to see 
that their clothing fitted properly. They were also trained 
in a way of standing on parade which reduced the risk of 


fainting. 
Cancer Registration 

Mr. W. HANNAN (Glasgow, Maryhill, Lab.) asked what 
progress had been made in establishing a system for cancer 
registration in each of the Scottish hospital regions ; what 
were the remaining difficulties ; and what proposals the 
Health Services Council had made to him to overcome them. 
Mr. Nrxon Browne replied that a system of cancer registra- 
tion continued to operate effectively in two of the five 
regions. The difficulties in other regions related mainly to 
the methods of collecting data. The Cancer Committee of 
the Scottish Health Services Council had recommended a 
detailed organization for cancer services, including ways of 
securing accurate registration in all regions, and a memo- 
randum based on these recommendations would be issued 
very shortly. 


Preventive Research 


Mr. S. Awsery (Bristol, Central, Lab.) asked the Minister 
of Health what percentage of the money spent on the health 
services was expended on preventive research work. Mr. 
VAUGHAN-Moroan stated that expenditure by the Medical 
Research Council was the equivalent of about 4% of the 
Exchequer cost of the Health Service. Much of this ex- 
penditure related immediately to prevention, and most 
medical research had that ultimate aim. 


Health Service Reciprocity 

Mr. R. Russe_t (Wembley, South, Con.) asked which 
countries had been approached with a view to reciprocal 
arrangements being made for free medical treatment for 
British residents and visitors. Mr. VAUGHAN-MoRGAN stated 
that since March the agreement with Sweden had been 
ratified and agreements with Belgium and Israel had been 
signed. Negotiations with Austria and Yugoslavia were in 
progress. No countries had refused to negotiate, but reci- 
procal arrangements had to take account of the basis of 
existing services, and in other countries the health services 
were usually based on insurance principles. Some other 
countries had not so far found it practicable on examination 
to offer reciprocity. 

The MINISTER OF PENSIONS AND NATIONAL INSURANCE 
announced on July 26 that the previous day an agreement on 
social security had been signed with Norway. It would 
cover the benefits provided by the national-insurance, indus- 
trial-injuries, family-allowances, and  national-assistance 
schemes, and the Norwegian health service would be made 
available to British nationals, including tourists. 


Anthrax Investigation 

Mr. Iain MACLEOD, Minister of Labour and National 
Service, announced on July 24 that the committee of inquiry 
into precautions against anthrax had held its first meeting 
under the chairmanship of Mr. R. F. Levy, Q.C., and was 
inviting evidence from interested parties. The four other 
members were Professor A. K. Cairncross, Mr. T. Eccles, 
Mr. J. B. Solomon, and Dr, A. J. H. Tomlinson. The com- 
mittee wants evidence on all matters falling within its terms 
of reference, which are “to consider the existing legal pro- 
visions concerning the importation of goods infected or likely 
to be infected with anthrax and the precautions to be taken 
in connexion with such imported goods for the protection of 
the health of persons and to make recommendations.” Per- 
sons or organizations wishing to give evidence are asked to 
communicate with Mrs. V. D. Crane, Secretary of the Com- 
mittee, at the Ministry of Labour and National Service, 19. 
St. James's Square, London, S.W.1. 


Consultant Appointments 

Mr. VAUGHAN-Moraan informed Mr. KENNETH ROBINSON 
(St. Pancras, North, Lab.) on July 29 that the number of 
consultants per 100,000 population in the four metropolitan 
regions together was 18.7, and in the rest of England and 
Wales 12.7. Mr. Rosinson suggested that this showed a 
serious shortage in the provincial areas. In view of the 
many hundreds of senior registrars awaiting appointments, 
would the Parliamentary Secretary consider authorizing a 
considerable increase in consultant appointments in the 
provinces ? Mr. VAUGHAN-Morcan said the disparity was 
not as great as the figures suggested. Expressed as whole- 
time equivalent they were 12.95 in London and 10.51 in the 
rest of the country. There was a complicating factor in the 
higher ratio of teaching to non-teaching beds in the metro- 
politan area. 

Doctors Emigrating 

Dr. DonaLD JoHNSON (Carlisle, Con.) asked if the Minister 
of Health was aware of the number of qualified doctors who 
were emigrating to appointments in the Commonwealth and 
the U.S.A. owing to not being able to find employment in 
the National Health Service; and if he would make an 
inquiry into this. Mr. VaUGHAN-MoRGAN replied that it 
was no new thing for some doctors from this country to 
take appointments overseas. Figures of the number doing 
so were not available, but he would willingly consider any 
further statistics which Dr. Johnson could produce. The 
report of the committee which had been inquiring into future 
requirements for doctors and medical students was expected 
shortly. 

Dr. JoHnson asked the Parliamentary Secretary to take 
careful note of what was undoubtedly a drift overseas by 
many competent doctors. Dr. Eprra SUMMERSKILL (Warring- 
ton, Lab.): Whatever health scheme was in operation to-day 
the supply of doctors would still exceed the demand. Mr. 
BriAn Harrison (Maldon, Con.) said that large numbers of 
doctors were coming here from the Commonwealth, and 
asked the Parliamentary Secretary to do nothing to stop 
this exchange, which was of mutual advantage. Mr. 
VAUGHAN-Morcan: I entirely agree. 


Mental Patients’ Letters 


Mr. KENNETH RospiINsON asked if the Minister would 
implement the recommendation of the Royal Commission 
on the Law relating to Mental Illness and Mental Deficiency 
that patients’ letters should no longer be subjected to censor- 
ship. Mr. VAUGHAN-MoRGAN stated that superintendents 
were required by statute to forward unopened all letters 
addressed by patients to certain specified persons and bodies 
and might at their discretion forward other letters. The 
recommendation of the Royal Commission on this subject 
would be considered with others which involved legislation. 
Meanwhile he was having a letter sent to superintendents 
suggesting that in view of the Commission's recommenda- 
tions, where this was not already being done, they should 
exercise their statutory discretion to open outgoing letters of 
patients only where they had cause to think that the contents 
might be offensive to the recipients. 


Post Office Sick Leave-—The average number of days’ sick 
absence per person for non-disabled established staff in the Post 
Office in the years 1936, 1946, and 1956 was: 1936, 9.0 for men 
and 10.3 for women; 1946, 12.3 for men and 15.9 for women; 
1956, 12.3 for men and 14.8 for women; almost all of this was 
paid sick leave. 

Multiple Packs.—The composite packs available at a single 
charge under the Health Service are: atomizer, smog mask, 
vaporizer, hypodermic syringe, urine sugar analysis set, colostomy 
apparatus, suprapubic belt, douche, Higginson’s enema syringe. 

Leprosy in Scotland.—Nine cases of leprosy were notified in 
Scotland in the four years 1953 to 1956 inclusive. All were aged 
over 15 years and in every case the disease had been contracted 
abroad. One of these persons was reported to be receiving 
hospita! treatment as an out-patient. 
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(No. 28) and corresponding week 1956. 

and London administrain ¢ 


Lendon administrative county. the 
17 principal towns in Scotland. the 10 principal towns in Northern Ireland. 


and the 14 principal towns in 
A blank space denotes notifiable or no return available. 


disease not 
The table is based on Ro am 
and Local Government of N. Ireland, and the the Departmen: of Health of Eire 


CASES 1987 1956 
Diphtheria 3} Of Of Of ft s| 3} 3} Of 2 
Dysentery | 23) 123) 9! 3) 1,149] t64) 109) 3) 
Encephalitis, acute 2 21 0} 
Enteric fever: 

Typhoid of 2} of of 
Paratyphoid 4 0 16} 3/8@)| 0 
Food-poisoning ..| 418| 41) 46) 396| 38 
Infective enteritis or 

diarrhoea under 

2 years .. a 11} 26 i2| 28 
Measies* .. 13,417| 344| 128) 97/185] 3,276| 90) 41| 222 

Meningococcal! in- 

fection .. 16} 2) 3 

Ra 
Ophthalmis neona- 

torum 21 of s| Oo 4s} 2) 3] © 
Pneumoniat 197} 106) 2 11) 115} 

‘aralyt 3 

Non-paralytic 65 3 58 |} 2 
Puerperal fever§ 215); 36 i 2) 1 220} 29; 
Scarlet fever 413} 37| 25] 35) 48) 12) 
Tuberculosis: 

Respiratory .. $50} 67) 126) 56} 124) 17 
Non-respiratory 97] 6} 13), 4 74) 
Whooping-cough.. | 1,661} 69} 76| 35] 2,404] 132] 162 80 

1957 1956 3 
DEATHS 
5 Zz 3 z 
Encephalitis, acute x 0 i x 
Enteric fever o o 68 0} 
Infective enteritis or 

diarrhoea under 

2 years... 3} of 3 0 0 
Influenza .. ont 1 0 0 0; 0 3 0 1 0 
.. oO} o of 0 
Meningococcal in- 

fection .. 0 0 
Pneumonia | 139) 14] S| 437] 12] 16 8 

espirat 

Whooping-cough. . 1 0 o 
Deaths O-1 year .. | 194) 20) 4] 42] 177] 24) 27 y 
Deaths (excluding 

stillbirths) | 4,283] 605] 434] 68/160) 4,390] 458] 66) 131 
LIVE BIRTHS ..| 8,249|1174| 926] 217| 450] 8,001 /1219| 864) 179) 421 
STILLBIRTHS ..| 23] 18 196] 17) 2 


* Measles not notifiable in Scotland, whence returns are approximate. 
+ Includes primary and influenza! pocumonia. 
§ Includes puerpera! pyrexia. 
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Poliomyelitis 
Poliomyelitis notifications in England and Wales in the 
week ending July 20 were as follows, with the figures for the 
previous week in parentheses: paralytic 105 (68), non- 
paralytic 84 (65), total 189 (133). Total cases in Scotland 
were 3 (3), Northern Ireland 14 (10), and Eire 5 (3). 

Cases were reported in most counties in En and 
Wales during the week, with several main sources of infec- 
tion in the Midlands. In Warwickshire 28 cases were 
reported (Birmingham C.B. 7, Coventry C.B. 17), in 
Worcestershire 8 (Worcester C.B. 6), and Lincs, Lindsey 7 
(Lincoln C.B. 7). The Kent outbreak continued with 16 
cases (Maidstone M.B. 6), and 9 cases were reperted in 
Essex (Colchester M.B. 3, Ilford M.B. 3). In Devon 9 cases 
were reported (Axminster R.D. 5), in Gloucestershire 10 
(Cheltenham R.D. 3), and in London 17 (Islington M.B. 4). 
In the outbreak at Abertillery (Mon.) 2 more-cases were 
notified. 

Of the 14 cases in Northern Ireland, 9 were notified in 
Belfast C.B. 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during the 
years 1948-56 are shown thus ------ , the figures for 1957 
thus —————. Except for the curves showing notifications 
in 1957, the graphs were prepared at the Department of 
Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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i i, The notifications of infectious diseases in England and 
yom ff Wales during the week included: scarlet fever 544, 
s whooping-cough 1,577, diphtheria 2, measles 12,778, acute 
pneumonia 156, acute poliomyelitis 189, dysentery 480, para- 
‘ typhoid fever 5, typhoid fever 5. 
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Infectious Diseases 


The largest variations in the number of notifications of 
infectious diseases in England and Wales during the week 
ending July 13 were decreases of 2,093 for measles, from 
15,510 to 13,417, 69 for acute pneumonia, from 266 to 197, 
and an increase of 91 in food poisoning, from 327 to 418. 

The number of notifications of measles declined by 100 
or more in eight counties ; the largest fall was 427 in York- 
shire West Riding, from 2,006 to 1,579. The chief excep- 
tions to the general trend of measles were increases of 138 in 
Lincolnshire, from 568 to 706 ; the largest rise in this county 
was 67 in East Kesteven R.D., from 20 to 87, and 81 in 
Southampton, from 489 to 570, due to a general rise through- 
out the county. 413 cases of scarlet fever were notified, being 
an increase of 13 on the preceding week, and there were no 
large fluctuations in the local trends. The number of noti- 
fications of whooping-cough increased by 30, from 1,631 to 
1,661, and the largest variation was a rise of 33 in Lanca- 
shire, from 128 to 161. 3 cases of diphtheria were notified, 
being the same number as in the preceding week. 

The notifications of dysentery numbered 465, being 3 more 
than in the preceding week. The chief feature of the returns 
of dysentery was a rise of 65 in Yorkshire West Riding. The 
chief centres of infection were Lancashire 106 (Eccles M.B. 
28, Liverpool C.B. 20), Yorkshire Wes: Riding 102 (Leeds 
C.B. 28, Wakefield C.B. 13, Bradford C.B. 12, Rotherham 
C.B. 12), Durham 44 (Seaham U.D. 13, Blaydon U.D. 10), 
and London 23. 

The largest increase in the number of notifications of food 
poisoning was 92 in Yorkshire West Riding, from 18 to 110. 
The largest outbreaks in this county were 51 in Todmorden 
M.B. and 30 in Leeds C.B. 


Industrial Accidents and Diseases 


The number of workpeople (other than seamen) in the 
United Kingdom whose deaths from accidents in the course 
of their employment were reported in June was 91, com- 
pared with 89 in the previous month and 97 in June, 1956. 

The numbers of cases of industrial diseases in the United 
Kingdom reported during June, 1957, were as follows : lead 
poisoning 3, phosphorus poisoning 1, mercurial poisoning 1, 
anthrax 2, epitheliomatous ulceration 15, chrome ulceration 
25; total 47. There were no deaths.—Ministry of Labour 


Gazette, July, 1957. 


Royal College of Physicians of London.—On July 25, at 
a quarterly comitia, officers for the ensuing year were elected. 
Dr. F. P. Lee Lanper and Dr. E. R. CULLINAN join Dr. 
A. M. Cooke and Professor A. KEKWICK as censors. Dr. 
R. R. Bomrorp, physician to the London Hospital, succeeds 
the late Professor W. G. Barnard as treasurer. Sir HAROLD 
BoLDERO was re-elected registrar, and Dr. J. R. Exis, sub- 
dean of the London Hospital Medical College, was elected 
assistant registrar. Sir CHARLES Dopps, F.R.S., was re- 
elected Harveian librarian. The following awards were 
announced: Moxon Medal for 1957,.to Sir JOHN PARKINSON, 
for his “ outstanding contributions to cardiology, and in 
particular his elucidation of the significance of cardiac pain 
and its relation to coronary disease" ; Baly Medal for 1957, 
to Dr. E. B. Verney, F.R.S., Shield professor of pharma- 
cology at Cambridge, for his “ outstanding contributions to 
the nervous and endocrine regulation of water excretion by 
the kidneys ; Weber-Parkes Prize for 1957, to Dr. CARROLL 
PaLMeR, noted for his work on the immunization of North 
American Indians with B.C.G., for his “ outstanding con- 
tributions to the study of the tuberculin reactions.” Sir 
Georrrey Keynes was appointed Harveian Orator for 1958, 
and Dr. K. W. Donatp Bradshaw lecturer. The following 
other lecturers were also appointed: For /958.—Lumleian, 
Dr. J. St. C. Elkington ; Goulstonian, Dr. A. Leatham ; 
Oliver-Sharpey, Dr. M. Kremer ; Bertram Louis Abrahams, 
Sir Lindor Brown, F.R.S. ; Charles West, Dr. Mildred Creak ; 
F. E, Williams, Professor P. B. Medawar, F.R.S. ; Ernestine 
Henry, Dr. J. N. Morris; and Marc Daniels, Dr. A. L. 
Cochrane. For 1959.—Croonian, Sir Macfarlane Burnet, 
F.R.S.; FitzPatrick, Dr. W. S. C. Copeman; and Watson 
Smith, Dr. H. R. Vickers. 


Memorial to Sir Robert Philip—-On July 26 Mr. 
Water Extior, C.H., F.R.S., unveiled a tablet in Edinburgh 
to commemorate the centenary of Sir Robert Philip, holder 
of the first Chair of Tuberculosis. Sir Robert Philip was 
born on December 29, 1857. The tablet, placed by the 
National Association for the Prevention of Tuberculosis on 
the wall of 13, Bank Street, the site of Sir Robert's tuber- 
culosis dispensary, bears these words: “In memory of Sir 
Robert W. Philip, 1857-1939, physician, statesman of pre- 
ventive medicine. First professor of tuberculosis in the 
University of Edinburgh. Near this place, in 1887, Dr. 
Robert W. Philip founded a tuberculosis dispensary, the first 
clinic in the world dedicated to fight a disease of which he 
foretold man’s eventual mastery. His vision has brought 
hope to many lands. In the year 1957, to commemorate 
the centenary of his birth, this tablet was erected by the 
National Association for the Prevention of Tuberculosis on 
behalf of those who inherit his inspiration.” In his address 
Mr. Elliot described Sir Robert Philip as “the very 
epitome of Edinburgh, its schools, and its scholars. In 
figure he was the short, combative type we know so well, of 
which the greatest example, perhaps, was John Knox. His 
training, his culture, were of the true Scots type—at once 
intensive and cosmopolitan.” 


Chair of Bacteriology, Edinburgh.—The court of Edin- 
burgh University has appointed Professor Ropert CRruick- 
SHANK to the vacant university chair of bacteriology. The 
appointment is from January 1, 1958. Professor Cruick- 
shank has held the London University chair of bacteriology 
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at St. Mary's Hospital Medical School since 1949 and has 
been principal of the Wright-Fleming Institute of Micro- 
biology since 1955. He will be 58 in September. Gradu- 
ating in medicine with honours at Aberdeen in 1922, he 
proceeded M.D. with highest honours in 1925. The next 
year he obtained the D.P.H. (Ed. and Glas.) and in 1940 
the M.R.C.P. (London); in 1946 he was elected F.R.C.P. 
After various hospital appointments, he was successively 
McRobert lecturer in malignant diseases at Aberdeen (1927- 
8), lecturer in bacteriology at Glasgow (1928-36), pathologist 
in charge of L.C.C. group laboratory (1936-45), and director 
of the Central Public Health Laboratory, Colindale (1946- 
8). Professor Cruickshank has contributed to medical 
journals on epidemiological methods in the control of 
infectious diseases, and he was joint editor of Control 
of Common Fevers. He is also a member of the Central 
Health Services Council. 


Royal College of Obstetricians and Gynaecologists.—At a 
council meeting on July 27 Sir CHarRLes Reap was re-elected 
president, and Professor A. M. CLaye and Mr. V. J. F. Lack 
were re-elected vice-presidents. Also re-elected were the 
hon. treasurer (Mr. A. C. H. Bet), the hon, secretary (Mr. 
I. M. Jackson), the hon. librarian (Mr. A. J. McNair), the 
hon. curator of the museum (Mr. R. A. Brews), the hon. 
treasurer of the Australian Regional Council (Mr. J. N. 
CHESTERMAN), and the hon. treasurer of the Canadian 
Regional Council (Dr. G. A. Simpson). Dr. A. M. RUTHER- 
FORD was elected hon, treasurer of the New Zealand 
Regional Council, and Dr. F. N. CHarnock hon. treasurer 
of the South African Regional Council. Mr. L. G. Hicors, 
of Woking, was admitted to the fellowship, and Dr. J. A. G. 
Dunvop (Australia), in absentia, to the membership. 


British Empire Society for the Blind.—The seventh annual 
report of the British Empire Society for the Blind is the 
last which will appear under this title. At its annual meet- 
ing in London on July 17, over which Lord Halifax, the 
president, presided, the Society decided to change its name 
to the Commonwealth Society for the Blind. This reflected 
not only the changed status of some of the countries where 
the Society was engaged, said Lord Hauirax, but also the 
hope that other of the older Commonwealth countries would 
join in the work of caring for the blind in dependent terri- 
tories, as Canada was already doing in the Caribbean. The 
Society's annual report for the year ended March 31 de- 
scribes progress in work for the blind and the prevention of 
blindness in 30 Commonwealth countries of Africa, the 
Caribbean, the Mediterranean, and the Near and Far East ; 
it summarizes the Society’s entomological and ophthalmic 
surveys of onchocerciasis, the cause of “river blindness,” 
undertaken during the last four years in West Africa ; and 
. gives an account of 25 associated organizations and of the 
activities of 55 schools, training centres, and workshops for 
the blind. On the basis of the two surveys—the Society's 
major overseas effort during the period—a three-year plan 
costing £66,000 has been put forward for the control of 
the Simulium fly vectors of onchocerciasis in the endemic 
areas of the Volta river system and Northern Ghana. One 
of the Society's aims is to teach blind people a craft, and 
training centres for farmers and village craftsmen have been 
opened in Tanganyika and Nigeria, and already blind 
students have shown that they can learn rural skills. In 
Rhodesia and Nyasaland investigations have confirmed that 
much blindness is due to the use of harmful “ native 
medicines.” A list of 53 of these concoctions has been com- 
piled, and government and local authorities are trying to 
suppress their use. For the year ended December 31, 1956, 
the Society's income was £45,285, expenditure £43,409. The 
Society's offices are at 121, Victoria Street, London, S.W.1. 


Commonwealth and International Medical Advisory 
Bureaux.—The post of medical director of these two B.M.A. 
bureaux falls vacant on January 1, 1958. An advertisement 
inviting applications for the post will be found at p. 14 


of the advertisements in this issue. The salary is £2,000 a 
year, and the post is suitable for a medical officer retired 
from the armed Services or from H.M. Overseas Civil 
Service ; other candidates, however, are not excluded. 


Pernicious Anaemia Survey.—The College of General 
Practitioners is mapping the incidence of pernicious anaemia 
in the United Kingdom. The survey is based on informa- 
tion supplied by doctors about the incidence of pernicious 
anaemia in their own practices, Professor L. J. WitTs, 
Nuffield professor of clinical medicine at Oxford, is acting as 
consultant adviser. All general practitioners in the United 
Kingdom who have not already done so are requested to 
forward the following information to the College’s recorder 
for this investigation, Dr. E. Scorr, Suomi, Westwell, Ash- 
ford, Kent : (1) number of patients of all ages in the prac- 
tice ; (2) number of cases of pernicious anaemia at present 
under treatment in the practice ; (3) was the diagnosis made 
locally or elsewhere ? (4) nature of practice—whether 
urban, semi-urban, or rural. (Partnerships should be treated 
as a single practice; in a practice where there are many 
visitors, only data about permanent residents are required.) 
Nil returns are especially important, to prevent an over~ 
estimate of the incidence of the disease. Comments and 
inquiries to the recorder of the investigation are welcome. 
All details about practices will be regarded as strictly 
confidential. 

Ionizing Radiations in Industry.—Last week the Ministry 
of Labour and National Service issued a “ preliminary 
draft” of the “Factories (Ionising Radiations) Special 
Regulations ” (H.M.S.O., price 9d. net). Their purpose is 
to protect industrial workers against undue occupational 
exposure to ionizing radiations. The Regulations, which 
are made under the Factories Acts, 1937 and 1948, are issued 
in draft so as to permit their thorough discussion, and if 
necessary revision, before they are further proceeded with. 
The last date for the receipt by the Ministry of suggested 
amendments is October 31. 

Chemical Additives in Food.—Leading American food 
lawyers and British food technologists and public analysts 
met at the Royal Institution, London, on July 26 to exchange 
views on the control of chemical additives to foods. It was a 
joint meeting of the Food Law Institute of the United States 
with the Food Group of the Society of Chemical Industry 
and the Association of Public Analysts, and authorities 
from Canada also participated. In the morning session 
additives other than antibiotics were discussed ; in the after- 
noon the contro! of antibiotics in food was the subject. 


M.R.C.P.—At the quarterly comitia of the Royal College 
of Physicians of London on July 25, the following were 
admitted as members of the College: 

H. Barrie, M. A. Barrie, T. H. Beare, J. Benecke, S. Bourne, 
Champion, A. de Souza-Lawrence, M. L. E. Espir, J. Evans, 
A. S. E. Fowle, J. M. French, M. J. Grayson, S. M. Haque, 
M. T. Harrison, M. Hartog, J. A. M. me yes 
K. R. Hill, G. A. Hunter, A. F. Huston, G. H. Jeffries, A. D 
Jose, K. N. Kanwar, B. E. Kendall, N. A. Khan, D. K. L. 
Lecamwasam, P. M. Leeson, M. S. A. Memon, J. F. Mowbray, 
F. M. Narielvala, T. V. O'Donnell, A. G. E. Pearse, D. 
Penington, S. M. Rab, J. V. O. Reid, B. B. Reiss, A. O. Robson, 
R. Sathasivam, R. H. Scott, J. T. Smyth, T. B. Stretton, V. F. 
Weinstein, R. S. Williams, R. E. Williams, and A. G. Zaver. 


M.R.C.P.Ed.—At a quarterly meeting of the Royal Col- 
lege of Physicians of Edinburgh on July 23 the following 
were elected members: 

W. Blackwood, A. P. Trimble, D. R. Bhasin, C. R. Gopinathan, 
A. Annamalai, M. M. P. Ryan, D. S. Rastogie, I. B. a 
F..J. Ratnesar, L. H. Field, B. Benjamin, A. K. Dutta, M. M 
Shyamsunder, G. Shabbir, A. K. M. N. Ali, J. G. Robinson, 
Waters, V. L. Steinberg, M. S. A. we 4 Murdoch, 
C. S. Seah, M. E. Barton, V. V. Odak, A. 
Supramaniam, D. Todd, K. J. Lim, R. 
Habib, T. M. W. Poon-King, J. Benatar, 
Kearney, S. D. Kumar, S. Lal, and B. S. Jain. 
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Infectious Diseases 


The largest variations in the number of notifications of 
infectious diseases in England and Wales during the week 
ending July 13 were decreases of 2,093 for measles, from 
15,510 to 13,417, 69 for acute pneumonia, from 266 to 197, 
and an increase of 91 in food poisoning, from 327 to 418. 

The number of notifications of measles declined by 100 
or more in eight counties ; the largest fall was 427 in York- 
shire West Riding, from 2,006 to 1,579. The chief excep- 
tions to the general trend of measles were increases of 138 in 
Lincolnshire, from 568 to 706 ; the largest rise in this county 
was 67 in East Kesteven R.D., from 20 to 87, and 81 in 
Southampton, from 489 to 570, due to a general rise through- 
out the county. 413 cases of scarlet fever were notified, being 
an increase of 13 on the preceding week, and there were no 
large fluctuations in the local trends. The number of noti- 
fications of whooping-cough increased by 30, from 1,631 to 
1,661, and the largest variation was a rise of 33 in Lanca- 
shire, from 128 to 161, 3 cases of diphtheria were notified, 
being the same number as in the preceding week. 

The notifications of dysentery numbered 465, being 3 more 
than in the preceding week. The chief feature of the returns 
of dysentery was a rise of 65 in Yorkshire West Riding. The 
chief centres of infection were Lancashire 106 (Eccles M.B. 
28, Liverpool C.B. 20), Yorkshire Wes: Riding 102 (Leeds 
C.B. 28, Wakefield C.B. 13, Bradford C.B. 12, Rotherham 
C.B. 12), Durham 44 (Seaham U.D. 13, Blaydon U.D. 10), 
and London 23. 

The largest increase in the number of notifications of food 
poisoning was 92 in Yorkshire West Riding, from 18 to 110. 
The largest outbreaks in this county were 51 in Todmorden 
M.B. and 30 in Leeds C.B. 


Industrial Accidents and Diseases 


The number of workpeople (other than seamen) in the 
United Kingdom whose deaths from accidents in the course 
of their employment were reported in June was 91, com- 
pared with 89 in the previous month and 97 in June, 1956. 

The numbers of cases of industrial diseases in the United 
Kingdom reported during June, 1957, were as follows : lead 
poisoning 3, phosphorus poisoning 1, mercurial poisoning 1, 
anthrax 2, epitheliomatous ulceration 15, chrome ulceration 
25; total 47. There were no deaths.—Ministry of Labour 


Gazette, July, 1957. 


Week Ending July 20 
The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 544, 
whooping-cough 1,577, diphtheria 2, measles 12,778, acute 
pneumonia 156, acute poliomyelitis 189, dysentery 480, para- 
typhoid fever 5, typhoid fever 5. 


Medical News 


Royal College of Physicians of London.—On July 25, at 
a quarterly comitia, officers for the ensuing year were elected. 
Dr. F, P. Lee Lanper and Dr. E. R. CULLINAN join Dr. 
A. M. Cooke and Professor A. KEKWICK as censors. Dr. 
R. R. Bomrorp, physician to the London Hospital, succeeds 
the late Professor W. G. Barnard as treasurer. Sir HAROLD 
BOLDERO was re-elected registrar, and Dr. J. R. Ev.is, sub- 
dean of the London Hospital Medical College, was elected 
assistant registrar, Sir CuHartes Dopps, F.R.S., was re- 
elected Harveian librarian. The following awards were 
announced: Moxon Medal for 1957,.to Sir JOHN PARKINSON, 
for his “ outstanding contributions to cardiology, and in 
particular his elucidation of the significance of cardiac pain 
and its relation to coronary disease” ; Baly Medal for 1957, 
to Dr. E. B. Verney, F.R.S., Shield professor of pharma- 
cology at Cambridge, for his “ outstanding contributions to 
the nervous and endocrine regulation of water excretion by 
the kidneys ; Weber-Parkes Prize for 1957, to Dr. CARROLL 
PaLmer, noted for his work on the immunization of North 
American Indians with B.C.G., for his “ outstanding con- 
tributions to the study of the tuberculin reactions.” Sir 
GrOrrREY KEYNES was appointed Harveian Orator for 1958, 
and Dr. K. W. Donatp Bradshaw lecturer. The following 
other lecturers were also appointed: For 1958.—Lumleian, 
Dr. J. St. C. Elkington ; Goulstonian, Dr. A. Leatham ; 
Oliver-Sharpey, Dr. M. Kremer ; Bertram Louis Abrahams, 
Sir Lindor Brown, F.R.S. ; Charles West, Dr. Mildred Creak ; 
F. E, Williams, Professor P. B. Medawar, F.R.S. ; Ernestine 
Henry, Dr. J. N. Morris; and Mare Daniels, Dr. A. L. 
Cochrane. For /959.—Croonian, Sir Macfarlane Burnet, 
F.R.S. ; FitzPatrick, Dr. W. S. C. Copeman ; and Watson 
Smith, Dr, H. R. Vickers. 


Memorial to Sir Robert Philip——-On July 26 Mr. 
Wa ter Exior, C.H., F.R.S., unveiled a tablet in Edinburgh 
to commemorate the centenary of Sir Robert Philip, holder 
of the first Chair of Tuberculosis. Sir Robert Philip was 
born on December 29, 1857. The tablet, placed by the 
National Association for the Prevention of Tuberculosis on 
the wall of 13, Bank Street, the site of Sir Robert's tuber- 
culosis dispensary, bears these words: “In memory of Sir 
Robert W. Philip, 1857-1939, physician, statesman of pre- 
ventive medicine. First professor of tuberculosis in the 
University of Edinburgh. Near this place, in 1887, Dr. 
Robert W. Philip founded a tuberculosis dispensary, the first 
clinic in the world dedicated to fight a disease of which he 
foretold man’s eventual mastery. His vision has brought 
hope to many lands. In the year 1957, to commemorate 
the centenary of his birth, this tablet was erected by the 
National Association for the Prevention of Tuberculosis on 
behalf of those who inherit his inspiration.” In his address 
Mr. Elliot described Sir Robert Philip as “the very 
epitome of Edinburgh, its schools, and its scholars. In 
figure he was the short, combative type we know so well, of 
which the greatest example, perhaps, was John Knox. His 
training, his culture, were of the true Scots type—at once 
intensive and cosmopolitan.” 


Chair of Bacteriology, Edinburgh.—The court of Edin- 
burgh University has appointed Professor Ropert CrRuicK- 
SHANK to the vacant university chair of bacteriology. The 
appointment is from January 1, 1958. Professor Cruick- 
shank has held the London University chair of bacteriology 
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at St. Mary's Hospital Medical School since 1949 and has 
been principal of the Wright-Fleming Institute of Micro- 
biology since 1955. He will be 58 in September. Gradu- 
ating in medicine with honours at Aberdeen in 1922, he 
proceeded M.D. with highest honours in 1925. The next 
year he obtained the D.P.H. (Ed. and Glas.) and in 1940 
the M.R.C.P. (London); in 1946 he was elected F.R.C.P. 
After various hospital appointments, he was successively 
McRobert lecturer in malignant diseases at Aberdeen (1927- 
8), lecturer in bacteriology at Glasgow (1928-36), pathologist 
in charge of L.C.C. group laboratory (1936-45), and director 
of the Central Public Health Laboratory, Colindale (1946- 
8). Professor Cruickshank has contributed to medical 
journals on epidemiological methods in the control of 
infectious diseases, and he was joint editor of Control 
of Common Fevers. He is also a member of the Central 
Health Services Council. 


Royal College of Obstetricians and Gynaecologists.—At a 
council meeting on July 27 Sir CHaRLes READ was re-elected 
president, and Professor A. M. CLave and Mr. V. J. F. Lack 
were re-elected vice-presidents. Also re-elected were the 
hon. treasurer (Mr. A. C. H. BeLt), the hon, secretary (Mr. 
I. M. Jackson), the hon. librarian (Mr. A. J. McNair), the 
hon. curator of the museum (Mr. R. A. Brews), the hon. 
treasurer of the Australian Regional Council (Mr. J. N. 
CHESTERMAN), and the hon. treasurer of the Canadian 
Regional Council (Dr. G. A. Simpson). Dr. A. M. RUTHER- 
FORD was elected hon, treasurer of the New Zealand 
Regional Council, and Dr. F. N. CHarRNock hon. treasurer 
of the South African Regional Council. Mr. L. G. Hicars, 
of Woking, was admitted to the fellowship, and Dr. J. A. G. 
Dun op (Australia), in absentia, to the membership. 


British Empire Society for the Blind.—The seventh annual 
report of the British Empire Society for the Blind is the 
last which will appear under this title. At its annual meet- 
ing in London on July 17, over which Lord Halifax, the 
president, presided, the Society decided to change its name 
to the Commonwealth Society for the Blind. This reflected 
not only the changed status of some of the countries where 
the Society was engaged, said Lord Ha.irax, but also the 
hope that other of the older Commonwealth countries would 
join in the work of caring for the blind in dependent terri- 
tories, as Canada was already doing in the Caribbean. The 
Society’s annual report for the year ended March 31 de- 
scribes progress in work for the blind and the prevention of 
blindness in 30 Commonwealth countries of Africa, the 
Caribbean, the Mediterranean, and the Near and Far East ; 
it summarizes the Society's entomological and ophthalmic 
surveys of onchocerciasis, the cause of “river blindness,” 
undertaken during the last four years in West Africa ; and 
. gives an account of 25 associated organizations and of the 
activities of 55 schools, training centres, and workshops for 
the blind. On the basis of the two surveys—the Society's 
major overseas effort during the period—a three-year plan 
costing £66,000 has been put forward for the control of 
the Simulium fly vectors of onchocerciasis in the endemic 
areas of the Volta river system and Northern Ghana. One 
of the Society's aims is to teach blind people a craft, and 
training centres for farmers and village craftsmen have been 
opened in Tanganyika and Nigeria, and already blind 
students have shown that they can learn rural skills. In 
Rhodesia and Nyasaland investigations have confirmed that 
much blindness is due to the use of harmful “ native 
medicines.” A list of 53 of these concoctions has been com- 
piled, and government and local authorities are trying to 
suppress their use. For the year ended December 31, 1956, 
the Society’s income was £45,285, expenditure £43,409. The 
Society's offices are at 121, Victoria Street, London, S.W.1. 


Commonwealth and International Medical Advisory 
Bureaux.—The post of medical director of these two B.M.A. 
bureaux falls vacant on January 1, 1958. An advertisement 
inviting applications for the post will be found at p. 14 


of the advertisements in this issue. The salary is £2,000 a 
year, and the post is suitable for a medical officer retired 
from the armed Services or from H.M. Overseas Civil 
Service ; other candidates, however, are not excluded. 


Pernicious Anaemia Survey.—The College of General 
Practitioners is mapping the incidence of pernicious anaemia 
in the United Kingdom. The survey is based on informa- 
tion supplied by doctors about the incidence of pernicious 
anaemia in their own practices, Professor L. J. WitTs, 
Nuffield professor of clinical medicine at Oxford, is acting as 
consultant adviser. All general practitioners in the United 
Kingdom who have not already done so are requested to 
forward the following information to the College’s recorder 
for this investigation, Dr. E. Scott, Suomi, Westwell, Ash- 
ford, Kent : (1) number of patients of all ages in the prac- 
tice ; (2) number of cases of pernicious anaemia at present 
under treatment in the practice ; (3) was the diagnosis made 
locally or elsewhere? (4) nature of practice—whether 
urban, semi-urban, or rural. (Partnerships should be treated 
as a single practice; in a practice where there are many 
visitors, only data about permanent residents are required.) 
Nil returns are especially important, to prevent an over- 
estimate of the incidence of the disease. Comments and 
inquiries to the recorder of the investigation are welcome. 
All details about practices will be regarded as strictly 
confidential. 


lonizing Radiations in Industry.-Last week the Ministry 
of Labour and National Service issued a “ preliminary 
draft” of the “Factories (Ionising Radiations) Special 
Regulations ” (H.M.S.O., price 9d. net). Their purpose is 
to protect industrial workers against undue occupational 
exposure to ionizing radiations. The Regulations, which 
are made under the Factories Acts, 1937 and 1948, are issued 
in draft so as to permit their thorough discussion, and if 
necessary revision, before they are further proceeded with. 
The last date for the receipt by the Ministry of suggested 
amendments is October 31. 


Chemical Additives in Food.—Leading American food 
lawyers and British food technologists and public analysts 
met at the Royal Institution, London, on July 26 to exchange 
views on the control of chemical additives to foods. It was a 
joint meeting of the Food Law Institute of the United States 
with the Food Group of the Society of Chemical Industry 
and the Association of Public Analysts, and authorities 
from Canada also participated. In the morning session 
additives other than antibiotics were discussed ; in the after- 
noon the control of antibiotics in food was the subject. 


M.R.C.P.—At the quarterly comitia of the Royal College 
of Physicians of London on July 25, the following were 
admitted as members of the College: 


, A. de Souza-Lawrence, M. L. E. q 
A. &. Fowle, J. M. French, M. J. Grayson, S. M. 
M. T. Harrison, M. Hartog, J. A. M. Henderson, , 
K. R. Hill, G. A. Hunter, A. F. Huston, G. H. Jeffries, 

. Kendall, N. A. 


7) 


Penington, S. M. Rab, J. V. O. Reid, B. B. Reiss, A. O. Robson, 
R. Sathasivam, R. H. Scott, J. T. Smyth, T. B. Stretton, V. F. 
Weinstein, R. S. Williams, R. E. Williams, and A. G. Zaver. 


M.R.C.P.Ed.—At a quarterly meeting of the Royal Col- 
lege of Physicians of Edinburgh on July 23 the following 
were elected members: 

W. Blackwood, A. P. Trimble, D. R. Bhasin, C. R. Gopinathan, 
A. Annamalai, M. M. P. Ryan, D. S. Rastogie, I. B. Munro, 
F.-J. Ratnesar, L. H. Field, B, Benjamin, A. K. Dutta, M. M. 
Shyamsunder, G. Shabbir, A. K. M. N. Ali, J. G. Robinson, 
J. Buchanan, M. E. Burns, M. W. Susser, O. K. Hazari, M. A. T. 
Waters, V. L. Steinberg, M. S. A. Memon, W. R. Murdoch, 


C. S. Seah, M. E. Barton, V. V. Odak, A. K. N. Sinha, J. M. J. 
Supramaniam, D. Todd, K. J. Lim, R. W. Charlton, G. G. 
Habib, T. M. W. Poon-King, J. Benatar, K. R. Shankar, T. R. 


Kearney, S. D. Kumar, S. Lal, and B. S. Jain. 


| 
H. Barrie, M. A. Barrie, T. H. Beare, J. Benecke, S. Bourne, 
A. J. Bowdler, O. V. Briscoe, J. T. Bruce, R. T. Bush, R. H. eS 
Evans, 
Haque, 
Hetzel, 
A. D. 
K. L. 
Lecamwasam, P. M. Leeson, M. S. A. Memon, J. F. Mowbray, 
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M.R.C.0.G.—At the neal of the council of the Royal 
College of Obstetricians and Gynaecologists on July 27 the 
following candidates were elected to the membership : 

G. Adams, N. Allan, A. A. Allison, J. P. Alvey, R. D. Atyeo, 
S. A. Aziz, J. D. Baeyertz, V. Benatar, G. K. Bernays, W. P. 
Black, H. D. Chomse, A. Clark, R. B. Conyngham, L. M. 
Dhadphale, I. P. Dunnett, P. F. M. Due Toit, A. A. Earn, L. 
Epsztejn, F. M. Fountain, D. Friedberg, D. M. Gratton, D. E. 
Gunatilleke, A. D. Hewson, B. K. Higgins, V. Hingorani, A. N. 
Horwitz, M. H. Hutcheon, BE. G. Jonas, I. H. Kidd, D. J. 
Lancaster, M. E. Larg. M. Lesser, C. N. R. Loveys, T. S. 
Macdonald, C. N. McFarlane, L. Mehta, H. A. Milne, S. Mitra, 
K. D. Mullen, B. J. Murphy, B. Needham, P. R. Norris, T. C. 
O'Connor, C. E. Parr, R. P. C. Perrott, P. M. Russell, A. P. 
Ryan, R. P. Shearman. D. Singh, G. T. Smedley, J. H. Spurway, 
D. A. Thatcher, G. H. M. Wallace, J. H. Walters, C. Wei, M. B. 
Wingate, and E. C. Wood. 


Carisberg-Welicome Travelling Fellowships.—Dr. S. P. 
LAPAGE, a trainee bacteriologist in the Public Health Labora- 
tory Service, has been awarded this year’s Carlsberg- 
Wellcome travelling fellowship for a British research worker 
(see our issue of March 30, p. 775). He will study entero- 
bacteriaceae at the State Serum Institute, Copenhagen. The 
Danish fellow, Mr. JonGen Bercer, will work on ultramicro- 
analysis at the department of chemistry, Birmingham 
University. 


Dr. D. A. Long, of the National Institute for Medical 
Research, Mill Hill has been appointed visiting professor in 
microbiology to the University of Pittsburg for 1957-8. 


COMING EVENTS 


Semaine Médicale de Paris.—September 28 to October 6, 
mostly at the Salpétritre. The week includes postgraduate 
discussions on paediatrics, therapy, internal medicine, 
medical biology, pulmonary disorders, and endocrinology 
and dietetics. Details from the secretary, “ L’Expansion 
Scientifique Frangaise,” 15, rue Saint-Benoit, Paris, 6. 


International Society of Surgery.— Seventeenth Congress of 
International Society of Surgery, Mexico City, October 
20-27. Members of the society are also invited to the meet- 
ing of the American College of Surgeons, Atlantic City, 
October 14-18. Details from Mr. H. W. S. Waionr, 
F.R.C.S., 9, Weymouth Street, London, W.1. 


and Medical Services.—First Inter- 
national Exhibition, sponsored by the Institute of Hospital 
Administrators, May 5-10, 1958, Olympia, London. Space 
available at 16s. and 19s. 6d. per square foot. Details from 
Contemporary Exhibitions Ltd., 40, Gerrard Street, London, 
W.il. 


International Congress of Orthopaedic Surgery and 
Traumatology.—Barcelona, September 16 to 21. Details 
from Dr. José M. Virarpett, Avda José Antonio 654, 
Barcelona, Spain. 


Fifty-fifth French Congress of Otorhinolaryngology.— 
October 22-25, Paris. Scientific papers, and discussions on 
cancer of the ear and on tinnitus. An exhibition will be held 
in connexion with the congress. Details from the secretary, 
Cabinet Raimond, 17, rue de Buci, Paris. 


NEW ISSUES 


British Journal of Preventive and Social Medicine.—The new 
issue (Vol. 11, No. 2) is now available. The contents include : 


Tee of MEN prom ENGLAND AnD Wates mw 1941. 
BE. M. B. Clements and Kathleen G. Picken. 

Rawpom SeLecriow wo rue Tear. R. F. Wrighton. 

A Nore ow Tee Practical Iwrerraeration Or 2«2 Tames. J. H. Edwards. 

A Carrcat OF THe Rerurep Paimany Ineiwence oF ABO 
Prenoryre on Feariurry awp Sex Ratio. J. H. Bdwards. 

Recent Taenps of Momratrry reom Viotence. W. J. Martin. 

An Examination OF Pearurry of Womern Paronancy Accoap- 
ino TO Thomas McKeown and R. G. Record. 


Issued quarterly ; annual subscription, £2 2s. ; single copy 
12s. 6d. obtainable from the Publishing BMA’ 
House, Tavistock Square, London, W.C.1. 


British Journal of Industrial Medicine.—The new issue (Vol. 
14, No. 3) is now available. The contents include : 


Tue Cowraot or Inpusteiat Biapper Tumours. T. S. Scott and M. H. C. 
Withams. 
A Routine METHOD FoR THE PreParaTION OF THE CeLLS OF Unive. Philip 
Rofe. 
Tue Testinc or Liresackers. R. R. Macintosh and BE. A. Pask. 
Turner 
GamMa Inpusrey. J. P. W and O. Shaw. 
Tee Corroston OF Metat sy Parmar Sweat. K. Coltins. 
Exceerion of in Leap A, Parts | 
2. Véclavy Holetek. 
Tracueoromy Cuest Iwurtes. S. A. Gueukdijian. 
MISCELLANEA : 
A House-SURGEON’s ORSERVATIONS ON BRONCHITIS IN NORTH STAFFORD- 
sume Porrexry Workers tn 1864. A. Meiklejohn. 
“A Srupy or Arrrupes Tro Facrory Worx": A Review. H. G. 


u 
Tree Baerrish Occurationat Hyorene Soctery. 
Boox Reviews. 


Issued quarterly ; : annual subscription, £2 2s. ; single copy, 
12s. 6d. : obtainable from the Publishing Manager, B.M.A. 
House, Tavistock Square, London, W.C.1. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures marked @. 
Application should be made first to the institution concerned. 


Friday, August 9 
OF Dtseases oF THe Cuest.—S p.m., Dr. N. C. Oswald: clinical 
demonstration. 


APPOINTMENTS 


Ki~o Eowarp VII Convarescent Home ror Orricers at Oseorne, East 
Cowes, Isle of Wight.—The following have been reappointed to the Civil 
Consulting Staff as from June 4: Sir Francis R. Fraser, M.D., LL.D., 
F.R.C.P., Sir James Paterson Ross, K.C.V.O., MS., F F.R.CS.. W. D. W. 
Brooks, C.B.E.. D.M., F.R.C.P., D. E. Bedford, M_D., D. 
Brinton, D.M., F.R.C.P., Sir Arthur Porritt. K.C_M.G., K.C.V.O.. C._B.E., 
M.Ch.. F.R.CS.. H. Osmond-Clarke, C.B.E., FRCS., Sir Ralph 
Marnham, K.C.V.O., M.Ch., F.R.CS 

Micwet, EB. P. G.. M.B., B.Chir MRCP. Senior Registrar 
in Child Psychiatry, The Tavistock Clinic on 

Scates. Joun T., M.R.CS.. L.R.C.P.. Consultant in Orthopaedic Pros- 
thetics to Royal National Orthopaedic Hospital, London. 

Nortra-west Merrorourran Rroronat Hosprrat Boaro.—P. J. Carter, 
M.B.. B.S., F.R.CS., L.D.S., D.L.O., Consultant Ear, Nose, and Throat 
Surgeon Edeware Genera! Hospital : D. M. Brooks, M.B.. B.Ch., 
PRCSI.. Orth dic S 
R. H. Marten, B.M., B.Ch., M.R.CP., TI Dermatologist, Roya! 
Northern Hospital; R. I. S. Bayliss, M.D.. F.R.C.P., Consultant Physician, 
Mount Vernon Hospital: S. M. Smith, B.Ch., D.M.R.. Consultant 
Radiologist, Highlands General Hospital ; G. I. MacD. Ross, M.B., Ch.B., 
D.C.P.. Consultant Pathologist, Ashford Hospital ; K. V. Robinson, M.D.., 
D.P.H.. D.C.H.. Consultant Geriatrician, Uxbridge and Staines Groups of 
Hospitals; Dorothea M. Norman-Jones, M.B., B.Chir., D.P.H.. D.P.M., 
Child Psychiatrist (S.H.M.0.), Bedfordshire Child Guidance Service S. G 
Lamb, M.B.. Ch.B.. D.P.H., Assistant Physician (Infectious Diseases) 
(S.H.M.O.). South Middlesex Hospital; D. Mcintosh, M.B., Ch.B., 
Assistant Chest Physician (S.H.M.O.), Hounslow Chest Clinic; C. H. 
Viear, MRCS. LRCP., Hospital Dental Officer, 
Hillingdon Hospisal. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Brooks.—On July 26. 1957, at the Carshalton War Memorial Hospital, to 
Barbara (formerly Sutton), wife of Jack W. Brooks, M.R.CS., L.R.C.P., 
a brother for Jennifer and Michael—Peter John Sutton 

—On July 23, 1957, prematurely, in St. Bartholomew's Hospital, 
London, E.C., to Syivia (formerly Oakley-Evans), wife of Dr. John 
Hendrie, a sister for Paul 


MARRIAGES 
—On July 24, 1957, at All a. Margaret Street, 
London Bertram Binnewald, M.B., Ch.B., of Capetown, South 


Africa, to ‘Sauttie Cortese, M.D., of Naples, Italy, 

Hoole—Dobbia.—-On July 27, 1957, William Hoole, B.Sc., D.T.A.. of the 
Department of Agriculture, Enugu, Eastern Nigeria, to Muriel Janie 
Warrington Dobbin, M.B., Ch.B., of 14, Belsize Lane, London, N.W 


de July 4, 1957, Raoul Ferdinand de 
L.R.C.P.&S.Ed., of Remuera, Auckland, New Zealand, aged 77 
Claridee.—On July 13, 1957, Charles Claridge, M.B., of 


aged 

Coston.—On July 17, 1957, at 911, Hyde Road, Gorton, Manchester, 
Peter M.B.. Ch.B., B.A.O. 

Hounsficld.—On July 12, 1957, Mary Isabella Hounsficld, M.B.. B.S.. of 
32, Lansdowne Road, Tunbridge Wells, Kent. 

Johaston.—On July 9. 1957, Johnston, M.B., Ch.B.. of 63, Shrews- 
bury Road, Birkenhead. aged 65 

Millard.—Oo July 4, 1957, in Dublin, Alfred Sutton Millard, M.B., Ch.B., 
D.P.H., aged 79. 

Pratt.—On July 10, 1957, at Salcombe, Francis Young Pratt, M.D., of 9, 
Bryngwyn Road. Newport, Monmouthshire. 

Robinsos.—On July 15, 1957, at Coedmor, Abersoch, Pwitheli, N. Wales, 
Harold Robinson, L.M.S.S.A 

Wood.—On July 11, 1957, at  Knipton Rectory. Grantham, Lincs. Mary 
Catherine Wood (formeriy Elliott). . MBR.CS., L.R.CP., aged 59. 


| 
| 
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Any Questions ? 


We publish below a selection of those questions and 
answers: which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 


submitted. 
Transvestism 


.—W hat is the modern explanation of transvestism? A 
happily married and socially responsible man, aged 34, 
admits to this “ overwhelming urge.” He appears to have 
no other sexual aberrations or abnormal personality traits. 
How should such a case be managed, and what prospects 
of cure does treatment offer ? 


A.—Transvestism is a complex behaviour pattern com- 
bining features of homosexuality, fetishism, and exhibi- 
tionism. In its typical form it occurs almost exclusively in 
men. The transvestite dresses himself and usually mastur- 
bates in female clothing, thus acting as a woman in posses- 
sion of male genitals. In this sexual act female clothing 
plays the part of a fetish—i.e., of an inanimate object on to 
which sexual interest normally centred on the genitals of the 
other sex is displaced. What gives fetishism—and trans- 
vestism in particular—its peculiar character is the degree of 
apparent isolation of a pattern of behaviour which other- 
wise occurs only in dreams or fantasy, or psychosis, from 
the rest of the personality, which as a rule seems well 
adjusted. This discrepancy has been regarded as a mani- 
festation of the psychological mechanism of splitting of the 
personality which, if it affects behaviour more generally, 
characterizes schizophrenia. It has been said that trans- 
vestites and other fetishists have a special technique of 
exploiting the mechanism of splitting by which they usually 
avoid psychosis. It seems that transvestites are nearer to 
psychosis than other perverts, and some are in fact schizo- 
phrenics. 

The patient described in the question sounds quite typical. 
The number of transvestites who have been subjected to 
psychoanalysis must be very small, because they tend to keep 
their perversion secret. No statistical data about results of 
treatment are therefore available. This man ought to be 
treated with psychoanalysis or, if this should not be practic- 
able, by psychoanalytically orientated psychotherapy. Such 
treatment should at least be a help to him in preventing his 
perversion from damaging him socially and threatening the 
precarious balance of his personality. These patients usually 
suffer from guilt and fear and benefit from psychological 
support even if they cannot be cured. 


Tests for Thiamine Deficiency 

Q.—Is there any simple clinical test, such as a urine 
estimation, for clinching a diagnosis of suspected thiamine 
deficiency ? 

A.—There is no simple test for clinching a diagnosis of 
suspected thiamine deficiency. Oldham, Davis, and Roberts’ 
have, however, found that the thiamine excreted in a 24- 
hour specimen of urine varies with the amount consumed in 
the diet. In those having 295 »g. thiamine per day the out- 
put was found to be 22 »g. in 24 hours, and this varied 
with different diets up to the point at which those having 
4,900 ug. in the diet excreted 805 xg. in a 24-hour specimen 
of urine. Najjar and Holt* have also devised a test in 
which estimations are carried out of the thiamine present 
in the urine excreted during the first hour of the day after 
rising. In those on a poor diet the amount is less than in 
those who are well nourished. A further test described by 
Williams ef al. is to administer 1 mg. thiamine subcutane- 
ously and to collect urine for four hours subsequently. In 
those who are well nourished 50% or more of the thiamine 
will be recovered during this period, whereas in those suffer- 
ing from thiamine deficiency the amount in the urine will 
probably be less than 30-40%. The estimation of thiamine 
in the urine is, however, not a simple procedure, and most 
methods require the use of fluorometric apparatus. 


The more customary method of assessing thiamine defi- 
ciency is to carry out a pyruvic acid tolerance test such 
as that described by Williams et al.‘ In those who are 
thiamine-deficient pyruvic acid accumulates in the blood 
after the administration of a standard amount of glucose to 
a greater extent than in those who are well nourished. The 
estimation of pyruvic acid is, however, again not a simple 
procedure and certainly the technique is unsuitable for use 
in clinical side rooms. 


REFERENCES 
1 Oldham, H. G., Davis, M. V., and Roberts, L. J., J. Nutr., 1946, 32, 


163. 
3 Najiar, V. A., and Holt L. E., jun., J. Amer. med. Ass., 1943, 123, 683. 
* Williams, R. D., Mason, H. L., Wilder, R. M., and Smith, B. F., Arch. 
int. Med., 1940. 66, 785. 
‘—— —— Power, M. H., and Wilder, R. M., ibid., 1943, 71, 38. 


Missed Kernicterus 

Q.—It is clear that exchange transfusion should be per- 
formed for erythroblastosis as soon as possible in order 
to prevent kernicterus. Occasionally a “ missed” case is 
seen for the first time after several days. Recently an infant 
was seen at the age of six days with neck stiffness, jaundice, 
and laboratory evidence suggesting ABO incompatibility. 
Would exchange transfusion at that time be of value in 
reducing the ultimate degree of neurological damage? 

A.—In mature infants with haemolytic disease of the 
newborn the bilirwbin level is usually falling rapidly by 
the sixth day of life and therefore exchange transfusion 
is seldom worth while. 

Once some definite neurological sign—such as neck stiff- 
ness—has appeared, the infant is almost sure to have per- 
manent cerebral damage. In these circumstances it is very 
difficult to say whether an exchange transfusion is justified. 
Transfusion may simply prolong survival without arresting 
the damage to the brain. If, however, the degree of cere- 
bral damage is related to the duration of the brain’s ex- 
posure to very high bilirubin concer... ‘tions, then exchange 
transfusion would be worth doing even if there was already 
evidence of cerebral damage. Perhaps the best course is to 
try to relieve deep jaundice by exchange transfusion except 
in the presence of really severe neurological signs. 


Cyanocobalamin in Pernicious Anaemia 

Q.—(1) How often and in what dosage should cyanoco- 
balamin (vitamin By) be given for treating cases of per- 
nicious anaemia (a) with symptoms, (b) with no symptoms 
but a haemoglobin level below 100%, and (c) for mainten- 
ance therapy? (2) Is there any reason against diminishing 
the frequency of treatments by increasing the dose? If not, 
should the dose be increased by the same factor as the in- 
terval between treatments is increased, or is the relationship 
not so simple? (3) Are there are other possible advantages 
to be gained by increasing the dose of cyanocobalamin 
above those recommended in answer to the first part of this 
question ? 

A.—{1) (a) There is no rule about this ; in a very severe 
case transfusion may be necessary. The sort of dosage that 
should be used is 100 ug. of cyanocobalamin on each of the 
first two days intramuscularly, then 100 »g. twice weekly 
for two weeks, and 100 »g. weekly until the blood count 
is normal. Alternatively, since undoubtedly the tissues are 
depleted of something like 2,000 »g. of vitamin By, it is 
theoretically correct to give larger doses of the order of 
1,000 »g. in each of the first four or five injections, although 
much of this (about 800 »g. of each dose) is lost in the urine. 
Clinically, patients appear to do quite well on the first 
regime, but the second regime might be preferable in 
patients with neurological complications. Iron therapy 
should be given in addition in the initial treatment of 
pernicious anaemia. (b) If there are ho symptoms, pre- 
sumably the case is a less severe one with a relatively high 
blood count. There is no harm is giving more, but 100 yg. 
of cyanocobalamin might be given twice weekly until the 
blood count is normal. (c) For maintenance therapy many 
clinics give 100 »g. of cyanocobalamin every three weeks, 
but some give twice this dose and it does not appear to make 
much difference. If subacute combined degeneration is 
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present it would be wise to give as maintenance 100 xg. 
twice weekly for a month and then weekly for a year, and 
thereafter 200 wg. every three weeks. 

(2) There is a limit to the extent to which the frequency of 
treatments may be diminished by increasing the dose. Prob- 
ably 500 wg. of cyanocobalamin every month would be 
satisfactory, but many patients say that they feel better with 
injections every three weeks. This is possibly, though not 
certainly, a psychological effect. The relationship between 
dosage and frequency of injections is rather complex and 
depends largely upon the proportion of the dose that is 
immediately excrtted in the urine. There is individual 
variation in this. 

(3) The possible advantages that might be gained by in- 
creasing the dose have been suggested above. In the initial 
treatment one desires to fill up the tissue stores, and, where 
there are neurological complications, as has already been 
said, the dosage should be greater. 


Thyroid and Dieting in Obesity 

Q.—(1) An otherwise healthy obese patient is fed up with 
dieting. Can his weight be controlled by drugs alone—e.g., 
with thyroid extract—and, if so, is this a safe procedure? 
(2) To what extent may obesity be the result of “ sluggish 
metabolism”? If the B.M.R. is on the low side, is this a 
clear indication for thyroid therapy, Yn addition to any 
dietetic or other measures ? 

A.—(1) There is no substitute for calorie restriction in 
the management of obesity. Euthyroid subjects are less 
sensitive to thyroid medication than hypothyroid subjects, 
but may show evidence of hyperthyroidism, including weight 
loss, with large doses. Hyperthyroidism is even more un- 
comfortable than dieting and carries a prohibitive risk of 
coronary insufficiency. Appetite can be reduced with 
dexamphetamine sulphate, 5-10 mg. half an hour before 
meals. 

(2) The majority of obese subjects have normal thyroid 
function. This is not inconsistent with a B.M.R. “on the 
low side,” for in calculating the B.M.R. not only may the 
muscle mass be relatively low but the estimation of surface 
area from height and weight is difficult in very fat or thin 
people. Thyroid is not indicated unless other clinical and 
laboratory evidence of hypothyroidism is present. 


Urinary Odour after Tinned Meat 

Q.—After eating tinned meat there is an unpleasant 
metallic odour in the urine. What is its cause, and does it 
indicate anything harmful ? 

A.—Several foods contain aromatic materials which pass 
more or less unchanged into urine and other secretions, 
giving characteristic odours. This is particularly trouble- 
some with cows, because their milk may develop an un- 
pleasant flavour. Of foods eaten by human beings, aspara- 
gus gives a characteristic odour to urine not unlike that of 
violets. 

After eating canned corned beef there is a characteristic 
aromatic odour in the urine. The odour appears within an 
hour or so after a meal, and persists, according to the amount 
of material eaten, for some hours. The exact nature of the 
substance responsible for the odour is, so far as I am aware, 
unknown, but it is presumably an aromatic compound 
formed probably as a result of the procedures used in 
processing. The odour has no harmful significance. 


NOTES AND COMMENTS 


Early Symptoms of Parkinsonism.—Dr. A. S. Coox (Uxbridge) 
writes: Your ans to this question (“ Any Questions ? ” June 
29, p. 1541) does not accord with patients seen in general prac- 
tice. Long before tremor or rigidity there are symptoms of loss 
of muscular power, loss of concentration, and tendency to sleep 
at unusual hours. There are also marked emotional changes 
with hysterical outbursts. All these may be prevalent for some 
years before any physical signs can be recognized by the 
neurologist. 

Our Expert replies: I cannot accept that there are symptoms 
of loss of muscular power long before tremor or rigidity; weak- 


ness is not a part of the picture of Parkinsonism at any stage, 
except terminally. Loss of concentration is no part of the picture 
of this disease except in the form resulting from cerebral arterio- 
sclerosis, and the same applies to “emotional changes with 
hysterical outbursts.”” There are about 30,000 Parkinsonian 
patients in Great Britain at any one moment, so that on average a 
general practitioner is unlikely to have more than one or two 
of them in his practice. Your expert, however, has recently had 
the advantage of reviewing from many angles 200 personal cases, 
seen since the second world war. 


Rupture of Membranes in Concealed Accidental Haemorrhage. 
—Mr. J. Sopuian, F.R.C.S. (London), writes: In your answer 
in “Any Questions?" under this heading (Journal, June 22, 
p. 1483) you have failed to make it clear that the improvement 
that ensues in the state of the associated shock by this method 
is essentially due not to the delivery of the placenta and mem- 
branes that you hint at but to (a) the removal of the uterine 
stretch factor—the foetus, and (5) the cessation of active uterine 
contractions, both of which by provoking the utero-renal reflex 
are responsible for renal ischaemia and its accepted sequel corti- 
cal necrosis. Of this ample procf has been provided by the 
Dublin obstetricians‘ who not only rupture the membranes 
promptly in this condition, but equally promptly, if oliguria 
threatens, make use of splanchnic block—in spite of its reputed 
risk of enhancing shock. That renal ischaemia is a factor both 
in the production of shock and in causing anuria has been 
further demonstrated recently? * and there is much evidence now 
collected to establish its aetiological significance in these two 
states. A correct assessment of the therapeutic effect of rupture 
of the membranes would ensure that the damaging effect of the 
stimulus provoking the utero-renal reflex is correctly appreciated 
and would lead to a fuller realization of its significance, to which 
you appear to allude begrudgingly. 

REFERENCES 
' Sophian, J., Irish J. med. Sei., 1955, 220. 
2 Helbing, W., Zbl. Gyndk., 1957, 79, 85. 
* Véghelyi, P. V., Harsing, L., Laszié, K., Lancet, 1956, 1, 581. 

Our Expert replies: Mr. J. Sophian's thesis is, as yet, by no 
means proved and generally accepted. It was not mentioned in 
the original answer because of this and because the need for 
brevity made it necessary to keep to essentials. If the state of 
shock associated with concealed accidental antepartum haemor- 
rhage were caused entirely by tension in the uterus, then rupture 
of the membranes should cause an immediate and dramatic im- 
provement in the patient’s condition. This is not the case; 
usually the shock does not disappear completely until the placenta 
and blood clot are delivered. Moreover, rupture of the mem- 
branes does not, unfortunately, always prevent the occurrence 
of bilateral cortical necrosis. The evidence so far available 
suggests that this renal complication, resulting as Mr. Sophian 
emphasizes from ischaemia of the cortex associated with shock, 
occurs very early in the disease—at the very inception of shock’ 
Unless, therefore, the patient is already in hospital at the onset 
of haemorrhage, treatment by rupture of the membranes, by 
splanchnic block, or by any method is probably too late to pre- 
vent cortical necrosis, even though it reverses the renal ischaemia. 
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Emergencies in General Practice (26s. 6d. inland; 26s. over- 
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(26s. 6d. inland each, 26s. overseas). 

Clinical Pathology in General Practice (22s. 34. inland, 
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NEW SURGERY ACCOMMODATION FOR 
GENERAL PRACTICE 


BY 
J. COMYN, M.B.E., M.R.CS., L.R.C.P. 
AND 


J. P. BARHAM, M.B., BS. 


The following description of new surgery accommodation is 
presented in the hope that our ideas may be of some help to 
others embarking on similar schemes. 

We are two general practitioners working in partnership. 
We both live away from the centre of the town, and see 
patients at a lock-up surgery which is more centrally situated. 
Patients on either doctor's list may consult whichever doctor 
is most convenient; night emergency calls and week-end 
duty are carried out by each doctor in turn for one week. 

Our previous surgery accommodation was situated in the 
main street. This was passed by the executive council as 
adequate, but it was very noisy, and consisted of only three 
main rooms and a storage and records room. One sink 
served the whole unit. Outside was a narrow pavement, 
leaving no room for prams, cycles, etc. No amount of 
internal reorganization would diminish the noise, as daylight 
came only from this direction. The consulting-room next to 
the waiting-room was not fully sound-insulated from the 
waiting-room itself. 

We decided that, there being no other suitable existing 
premises in the town, it would be necessary to build anew. 
The difficulty immediately arose—where? Town-planning 
permission was refused for a single-story building in the 
main street with consulting-rooms at the back, and we did 
not wish to run to the cost of a two-story building when we 
planned to use only the ground floor. Eventually we decided 
to purchase part of the garden of an old house with frontage 
on a small street off the main road. This offered relative 
quiet and a fairly central position. 

We found Stephen Taylor’s Good General Practice very 
valuable in formulating our ideas of necessary accommoda- 
tion, and finally decided that we would need a waiting-room 
of 210 square feet (19.5 square metres), two consulting- 
rooms each about 100 square feet (9.3 square metres), two 
examination-rooms (one to each consulting-room), a clinical 
room, an office, and two lavatories (one for staff, one for 


patients). 
General Design 

The design should allow for working as at present, without 
secretarial help, or allow for the employment of a secretary 
in the future. The clinical room acts as a store for drugs, 
dressings, and instruments, and has a sink, sterilizer, gas- 
ring, microscope, etc. 

These requirements were presented to an architect, who 
evolved the plan shown in Fig. 1 after various proposals and 
counter-proposals, It was not possible, without cramping 


some features, to include Stephen Taylor’s admirable 
recommendation—a lobby between each consulting-room 
and examination-room. 

At this stage we found it essential to think of many small 
points—for example, which way a door should open. In 
the examination-rooms the couches would be in the way of 
doors ope:.ing inwards from the consulting-rooms. 


Main Points 


1. Both consulting-rooms are a sufficient distance away 
from the waiting-room to allow privacy. The consulting- 
rooms are each fitted with a wash-basin, and there is enough 
space for a large desk, patient’s chair, doctor's chair, book- 
case, and dressings cupboard without overcrowding. There 
would be sufficient space also for an examination-couch if 
required, but we neither of us have one in the consulting- 
room at present. 

2. The two examination-rooms open, one from each 
consulting-room, as shown in Fig. 1. Each contains an 
examination-couch, patient's chair, and wall hooks for 


Bin” 


2’ «17° 6” 


Fic. 1.—Plan of the building. 


clothes. Windows are of obscured glass. There is also space 
for a small cabinet for instruments and dressings despite the 
size of the room—one is 9 by 5 feet (2.7 by 1.5 metres). We 
decided that, there being a wash-basin in the consulting-room 
adjoining, there was no need for a wash-basin in the 
examination-room. 

3. The swing-doors from the hall can be locked, allowing 
patients to use the waiting-room before the doctor arrives. 

4. The “ back hall” is large enough to accommodate the 
record files, for running the unit without secretarial help. 

5. A telephone exchange is fitted in the.office. From this 
extensions run externally to each of our houses, so that calls 
are taken when the surgery is unattended. An internal ex- 
tension runs to the first consulting-room, and from there to 
the second. This allows external or internal conversations 
from either consulting-room if the unit is run without secre- 
tarial help. 
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6. Floors are of thermoplastic tiles throughout. These are 
bright and easy to keep clean. 


7. Electric tubular heaters have been installed, except in 
the waiting-room, where an electric convection heater is 
thought to be less dangerous for unwatched children. Water 
heating is by small gas heaters—an instantaneous heat in 
each consulting-room, and the gas storage heater in the 
clinical room. 

8. The clinical room has been arranged as shown in Fig. 2. 
The laboratory section is on shelves above and below the 
sink—urine testing, stains, microscope, etc. Injections and 
dangerous drugs are in the cupboard by the sterilizer. 


SINK 
FORMICA WORKTOP 


HEATER 


SLIDING? 


CUPBOARD 


Fic. 2.—Plan of the clinical room. 


9. An electric call sign, operated by a switch on the 
doctor's desk, shows the name of the doctor calling on a 
lighted sign in the waiting-room. 


Other Features 


The whole design is calculated to give light airy accom- 
modation. The flat roof is in three layers to provide insula- 
tion from the sun's rays and to prevent heat loss in winter. 
A tower for the water-tank is insulated, and, because the 
building may be left without heat on cold week-ends in 
winter, an electric tubular heater is installed there. A red 
warning light in the clinical room shows when this heater 
is operating. 

The external appearance is shown in Fig. 3. The walls are 
of red brick over a slate plinth, and the window-sills are 
also of slate. A concrete forecourt allows us to park our 
cars off the street, and allows plenty of room for cycles, 
prams, etc. Small flower-beds add to the cheerful 
appearance. Internally, floors are light blue, as is the wood- 
work ; doors are flush-finished, surfaced with light oak-faced 
ply. A particularly pleasing appearance is given to the 
waiting-room by a plywood dado with fluted surface, topped 
by an oak rubbing-rail. 

We have found an extractor fan an essential piece of 
apparatus for a waiting-room, both here and at our previous 
surgery. Patients seem loath to open windows, but the fan 
will clear the heaviest fug in a few moments. 


The entire cost of the scheme, including land, is within 
£3,800. Architects for the building were Messrs, Jackson 
and Jackson, of Folkestone. 

Conclusion 

We have now completed six months’ work in the new 
building, and are well pleased with the result. No more do 
buses roar past as we strain to hear a foetal heart. Our 
surroundings are cheerful and everything is to hand. The 
patients are appreciative, and use the building with care. 
Many at first believed that the surgery was built by the State. 
We have been careful to point out that we have not even 
benefited by a Government loan for the project. Indeed, the 
credit squeeze has been a further stumbling-block. Even so, 
we feel that the project was well worth undertaking. 


—— —— | 


REFORMED HEALTH SERVICE 


FELLOWSHIP’S PLAN FOR SUBSIDIZED PERSONAL 
INSURANCE 
Under the title “ Towards a Reformed Health Service ™ 


* the Fellowship for Freedom in Medicine published on July 26 


its outline of a new plan for State-subsidized compulsory 
personal insurance as a method of financing the payment of 
doctors’ fees and hospital charges and the purchase of pre- 
scribed drugs and appliances. In a foreword, Dr. R. HALe- 
Wuire, Chairman of the Fellowship, writes that the main 
objectives of the scheme are: “To check the deterioration 
of the traditional high standards of Medicine ; to adjust 
the present distorted balance between insurance contributions 
and State subsidy, thus putting a curb on the ever-movnting 
cost of the Service to the taxpayer; to enable the family 
doctor to perform his proper function in the service of his 
patients, and so to relieve the burden placed on the hospitals ; 
to give greater freedom to the patient and to restore his sense 
of personal responsibility for his own and his family’s 


health. for I 

Under the plan all employed, self-employed, and persons 
not gainfully occupied would be required to insure with an 
approved (non-profit-making) insurance society against the 
risk of ill-health. Their contributions would cover any 
dependants. Pensioners and others whose income is below 
a prescribed level would not be required to insure. They 
and their dependants would be wholly a charge on the State. 

The premium rates and the scale of benefits would be 
fixed, but a society would be at liberty to offer optional bene- 
fits for extra premiums (for example, towards the cost of 
private beds, specialists’ fees, etc.). The standard premium 
envisaged for an adult male employee would be Is. 9d. a 
week, the employer contributing a like sum, which would 
approximate to 2d. in the £ on average wages. Lower scales 
of premium are suggested for women, juveniles, and others 
not liable for the basic rate. It is estimated that the total 
contributions in insurance premiums would amount to 
£202.93m. per annum. 

A suggested alternative method of financing the insurance 
fund would be to assess the premium to be paid by the 
employee at say 3s. 6d. per week, with the proviso that no 
one should pay more than 2d. in the £ on his earnings. 
Employers would contribute like for like with their 
employees. Self-employed would be assessed at the same 
rate on their gross incomes. 

The insurance societies would not be required to collect 
weekly contributions. This would be done either by 
employers or by organizations such as clubs, benevolent 
societies, etc. Administrative expenses of the societies, it is 
estimated, would be 10%, but in view of the large sums 
involved might well prove less. 


Family Doctor Service 
According to the Fellowship scheme, insured patients 
would be free to consult any family doctor they chose. Fees 


*Copies may be obtained free from the Fellowship for 
Freedom in Medicine, 45, Nottingham Place, London, W.1. 
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would be charged for services rendered. A schedule of stan- 
dard benefits would be agreed upon between the Ministry, the 
approved societies, and the medical profession. The doctor 
would, as in the Norwegian and New Zealand schemes, name 
his own fee, which would not be wholly covered by the 
scheduled benefit. The society and the State would provide 
the benefit in proportions of 60% and 40% respectively and 
the patient would pay the balance. 

The following example is given of the way in which 
doctors’ fees might be met: 


Fees Benefits Pays 

£64 £s.d s. d. 

Consultation .. se 7 0 6 0 1 0 
Domiciliary visit + 12 0 10 0 2 0 
Special investigations .. 110 18 0 3 0 
inor operation 35 300 5 0 
Consultation 7 0 6 0 1 0 
£512 0 £5 0 0 12 0 


In the scheme outlined the gross contribution by insurance 
societies and patients to the general medical services would 
be nearly £44m, and the State subsidy £24m. Pensioners 
and those in the low-income group and their dependants 
would receive all medical services and drugs at the cost of 
the State. 


Hospital Service 

The Fellowship’s scheme for the hospital service would 
be applicable to all hospitals, including maternity, mental 
deficiency, and infectious fever hospitals, and, within 
prescribed limits, to nursing-homes and home nursing. It is 
calculated from available data that the total annual expendi- 
ture on hospitals would be met by an average fee of £18 4s. 
per week per occupied bed and 10s. per out-patient or casualty 
attendance. It is envisaged that the patient should pay an 
in-patient boarding fee of 2s. a day and contribute 2s. a visit 
to the out-patients’ or casualty departments. The society 
would pay 60% of the balance of the in-patients’ fees and 
the State 40%. In the case of out-patients and casualties the 
society and the State would make equal contributions of 4s. 
per visit, leaving the patient to pay 2s. 

The income of the insurance societies would enable them 
to provide an average of £10 10s. a week for a maximum 
period of 10 weeks per annum for every in-patient, and 4s. 
a day for every out-patient up to 10 visits per annum. The 
sources of the hospitals’ payment would thus be: 


In-patients Out-patients 

(per week) (per visit) 

£s. d. s. d. 

Insurance society .. in 10 10 0 40 
Exchequer .. 70 0 40 
Patient a 14 0 20 
£18 4 0 10 0 


After ten weeks, or ten out-patient visits per annum, the 
whole cost would be borne by the Exchequer. 

Payments by the society and the Exchequer would be avail- 
able (up to ten weeks per annum) to patients who choose to 
occupy private hospital or nursing-home beds, or for whom 
their doctor certifies the need for a nurse in their own homes, 
or who are transferred from hospitals to convalescent homes. 
Patients would be liable for the balance of the fees ; after 
ten weeks they would be assisted only by the Exchequer 
contribution—that is, 40% of the benefit, Insurance societies 
would be at liberty to offer additional benefits for additional 
(optional) premiums. 

On the basis of the scheme outlined, the gross contribu- 
tion by insurance societies and patients to the hospitals would 
exceed £150m. a year, and the cost to the Exchequer of 
the hospital service would be correspondingly reduced. No 
changes in the existing financial arrangements between hos- 
pitals and their staffs is contemplated. 


Pharmaceutical Service 


Under the Fellowship’s plan for pharmaceutical services, 
the present uniform charge of Is. per item dispensed would 
be abolished. A working list of “ vital” drugs and essential 
appliances would be drawn up by an expert committee, who 
would revise the list from time to time, and these would be 


provided free—or nearly free. All other pharmaceutical 
products and appliances would be paid for in full except 
by the non-insured, who would make a small token payment, 
recoverable if hardship was involved. 

It is estimated that the adoption of this scheme would save 
the Exchequer at least £20m. per annum. 


Advantages of the Scheme | 

The Fellowship believes that its plan would be advan- 
tageous to patients, doctors, hospitals, and to the Exchequer. 
A free health service would still be available for those who 
cannot afford to pay, while those who can afford it would 
be obliged to insure themselves, with State aid. Every 
insured person would be a private patient, and thus “ the 
traditional and invaluable personal relationship between 
doctor and patient would be restored ; and the patient would 
regain his respect for his doctor and his sense of responsi- 
bility for his own and his family's health.” The arrangement 
by which the State would undertake the whole cost of long- 
stay patients in hospital after 10 weeks would dispose of any 
fear a patient might have of the cost of a long illness. 

The Fellowship foresees a regaining of status and 
enthusiasm for work by family doctors. The plan would 
bring proper rewards for good work and experience and 
encouragement to the G.P. “to undertake, as in the past 
(until 1948), such diagnoses, treatment, pathological exami- 
nations, and minor operations as lay within his power, 
instead of referring so many of his patients to hospital.” It 
is believed that “ doctors would be freed from bureaucratic 
interference and from the threat of a State monopoly in 
Medicine,” and that “ the way would be clear for the revival 
of the (optional) right to buy and sell the goodwill of prac- 
tices—to the great advantage of entrants into practice and 
of those wishing to ‘ ease off ’ or move elsewhere or retire.” 
It is also believed that practice vacancies in industrial areas 
would be more readily filled if young doctors saw a prospect 
of subsequently acquiring a practice elsewhere. 

With an improvement in the standard of general practice 
the demands upon hospitals would be reduced. With the 
hospitals deriving 60% of their revenues from private sources 
the way would be open for a relaxation of remote control 
over insignificant expenditure and for a greater measure of 
financial autonomy. 

The Fellowship states that its scheme would offer an 
immediate saving to the Exchequer of £140m. a year. This 
would allow for a reduction in taxation, which would com- 
pensate for the increased contributions. 


MEDICAL PRACTICES COMMITTEE 


CLASSIFICATION OF AREAS AT 
JUNE 30, 1957 


The numerals I, Ii, and Ill denote Designated, Intermediate, 
and Restricted areas respectively. In those Designated areas 
marked with an asterisk the admission of one or two 
doctors may result in reclassification of the area, and doctors 
who wish to start a practice in any of these areas are advised 
to consult the executive council for the area to ascertain the 
up-to-date position before entering into firm commitments. 

In urban areas the designation does not necessarily apply 
to any part where the population density is lower than in 
the area generally—for example, the rural fringe of many 
urban areas. In rural areas the designation applies to the 
centres of population only. 

Amendments of these classifications will be published 
periodically. 

ENGLAND : COUNTIES 

Bedfordshire—1: *Leighton Buzzard. II: Barford, Eaton 
Socon, Sandy, and Potton; Barton and Shillington; Bedford; 
Biggleswade, Dunstable; Harrold, Sharnbrook, Riseley, and 
Turvey; Luton; Shefford and Arlesey; Woburn Toddington, 
Ampthill, and Cranfield. 

Berkshire.—I1: Borough of Maidenhead. Borough and Rural 
Districts of Abingdon; Newbury; Wallingford, Windsor; 
Wokingham. Urban and Rural District of Wantage (except 
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Brightwalion). Rural Districts of Bradfield; Cookham; Faring- 
don, Binfield, Crowthorne, and Sandhurst (Easthampstead R.D.). 


Ill: Rural District of Hungerford. District of Brightwalton 
yg U. and R.D.). Bracknell New Town (Easthampstead 
). 


Buckinghamshire-—I1: Amersham; Aylesbury; Bletchley; 
Buckingham ; Chalfont St. Giles, Chalfont St. Peter, and Gerrards 
Cross; Chesham; Datchet; Eton; Flackwell Heath; High 
Wycombe ; Long Crendon; Marlow; Newport Pagnell; Olney ; 
Slough and Cippenham (except Langley with Stoke Poges and 
Wexham Court); Stony Stratford, New Bradwell-cum-Wolverton, 
and Hanslope; Wendover; Whitchurch and Cublington; Wing; 
Winslow; Woburn Sands. III: Beaconsfield and Seer Green; 
Bourne End; Colnbrook; Great Missenden and Prestwood; 
Iver; Haddenham; Hambledon; Lane End; Langley with Stoke 
Poges and Wexham Court (Slough and Cippenham); Prince's 
Risborough and Hampden; Steeple Claydon; Stokenchurch ; 
Waddesdon ; Wraysbury. 

Cambridgeshire —I1: Cambridgeshire (except Isleham). III: 
Isleham. 

Cheshire—I: Crewe and Nantwich (subdistrict “ A,” *Crewe 
and Haslington); Hyde, Dukinfield, and Stalybridge (*Hyde); 
Runcorn (*Runcorn); Wirral (*New Ferry and Bebington). II: 
Altrincham (subdistricts of Altrincham, Bowden, Broadheath, 
and West Timperley; Hale; Timperley); Bredbury and Romiley 
(Bredbury, Romiley, and Woodley; Hazel Grove and Bramhall ; 
Marple and Marple Bridge; Disley and High Lane); Cheadle 
and Gatley (Cheadle and Gatley; Cheadle Hulme); Chester 
(Ellesmere Port, Whitby, and Little Sutton; Malpas; Tarporley) ; 
Congleton (Congleton); Crewe and Nantwich (Nantwich; Sand- 
back; Alsager); Hoylake and West Kirby (Hoylake, Meols, and 
Greasby; West Kirby and Caldy; Heswall, Irby, and Pensby); 
Hyde, Dukinfield, and Stalybridge* (Dukinfield; Stalybridge) ; 
Koutsford and Wilmslow (Knutsford; Lymm; Macclesfield 
(Macclesfield ; Poynton); Mid-Cheshire (Northwick and Weaver- 
ham with Cuddington, Sandiway, and Rudheath; Winsford; 
Middlewick); Runcorn (Frodsham; Stockton Heath); Sale 
(Sale) ; Wirral (Bromborough and Eastham; Neston, Parkgate, 
and Willaston). III: Chester (subdistricts of Upton-by-Chester 
and Bache; Farndon; Tattenhall); Crewe and Nantwich 
(Audlem; Wrenbury; Holmes Chapel; Shavington); Hyde, 
Dukinfield, and Stalybridge (Hollingworth and Mottram); Knuts- 
ford and Wilmslow (Wilmslow and Handforth with Styal; 
Alderley Edge; Chelford, Mobberley, Warford, and Great War- 


ford; Partington); Macclesfield (Bollington); Mid-Cheshire 
(Great Budworth; Davenham); Runcorn (Helsby; Stretton; 
Grappenhall). 


Cornwall.—I1: Albaston, Callington, and Calstock ; Bodmin ; 
Bude; Bugle and St. Dennis; Camborne; Carn Brea; Chace- 
water; Falmouth; Helston; Launceston; Liskeard; Marazion ; 
Newquay; Padstow; Penryn; Penzance; Perranporth; Porth- 
leven; Port Isaac; Probus; Redruth; St. Agnes; St. Austell; St. 
Blazey; St. Columb; St. Ives and Carbis Bay; St. Just; Truro. 
Ill: Boscastle; Camelford; Cawsand; Constantine ; Constantine 
Bay ; Delabole ; Downderry ; Fowey ; Grampound ; Hayle; Lizard 
(The): Looe; Lostwithiel; Mevagissey; Millbrook; Mullion; 
Pensilva; Perranarworthal; Polperro; Polyphant; Praze; Rock ; 
Ruanhighlanes; St. Germans; St. Keverne; St. Mawes; St. 
Stephen: Saliash; Tintagel; Torpoint; Townshend; Tyward- 
reath; Upton Cross; Wadebridge; Widemouth Bay 

Cumberland—iti: Aspatria; Brampton; Cleator Moor; 
Cockermouth; Egremont; Keswick; Longtown; Maryport; 
Millom; Penrith; Silloth; Whitehaven and Rowrah; Wigton; 
Workington. III: Alston; Bootle; Caldbeck; Dalston; Disting- 
ton: Gosforth; Harrington; High Hesket; Kirkbride; Kirk- 
oswald; Ravenglass; Wetheral. 

Derbyshire —I: Urban Districts of *Heanor; *Long Eaton; 
*Swadilincote. Rural Districts of *Blackwell; *Chesterfield; 
*Clowne. II: Boroughs of Buxton; Chesterfield; Glossop: 
Ilkeston. Urban Districts of Alfreton; Bolsover; Clay Cross; 
Dronfield; Matlock; New Mills; Ripley; Staveley: Wirksworth. 
Urban and Rural Districts of Ashbourne; Bakewell; Belper. 
Rural Districts of Chapen-en-le-Frith; Repton, Shardiow. III: 
Urban District of Whaley Bridge 

Devon and Exeter—Il: County Borough of Exeter. Boroughs 
of Barnstaple; Bideford (with Instow); Dartmouth with Kings- 
wear); Honiton; Okehampton; South Molton: Tiverton: 
Torquay. Urban Districts of Ashburton and Buckfastleigh ; 
Axminster ; Crediton (with Sandford); Dawlish; Exmouth ; Ilfra- 
combe (with Coombe Martin, Woolacombe, Mortehoe, and Lee): 
Kingsbridge: Newton Abbot (with Kingsteignton); Northam 
(with Appledore and Westward Ho); Paignton: Salcombe: Tavi- 
stock. Rural Districts of Honiton; Plympton St. Mary (except 
Newton Ferrers and Yealmpton); Kingskerswell and Ipplepen 
(Newton Abbot Rural District). III: Boroughs of Torrington 
(Great); Totnes. Urban Districts of Brixham (with Churston 


Ferrers and Galmpton); Budleigh Salterton; Holsworthy; 
Lynton (with Lynmouth); Ottery St. Mary; Seaton (with 
Colyton); Sidmouth (with Sidbury); Teignmouth (with Shaldon 
and Bishopsteignton). Rural Districts of Axminster; Barnstaple ; 
Bideford ; Crediton; Holsworthy; Kingsbridge; Newton Abbot 
(except Kingskerswell and Ipplepen); Okehampton ; St. Thomas; 
South Molton; Tavistock; Tiverton; Torrington; Totnes; 
Newton Ferrers and Yealmpton (Plympton St. Mary R.D.). 

Dorset.—Ii: Blandford and district; Bridport and district; 
Broadstone and district; Charmouth, Lyme Regis and district ; 
Dorchester and district; Milton Abbas and Winterborne Stick- 
land; Poole, with Branksome (North) and Parkstone (North); 
Portland ; Shaftesbury and district; Sherborne and district ; Stur- 
minster Newton, Marnhull and district; Swanage and district; 
Weymouth, with Broadway, Chickerell, Preston, and Wyke Regis ; 
Wimborne and district; Winfrith, Wool and district. III: 
Abbotsbury; Beaminster; Bere Regis; Branksome Park, Canford 
Cliffs, Sandbanks, Lilliput, and Parkstone (South); Cerne Abbas 
and district and Glanvilles Wootton and Buckland Newton and 
district; Child Okeford and district; Corfe Castle and district ; 
Cranborne and district; Evershot and district; Ferndown and 
West Moors; Gillingham, Bourton and district; Handley and 
district; Lytchett Minster, Lytchett Matravers and district; 
Maiden Newton and district ; Puddletown and district ; Stalbridge 
and district; Verwood and district; Wareham and district; Yet- 
minster and district. 

Durham.—I: Urban Districts of *Billingham; *Bishop Auck- 
land and *Bishop Auckland town; *Brandon and Byshottles; 
*Consett; *Felling; *Hebburn; *Houghton-le-Spring ; *Seaham ; 
*Spennymoor; “Washington. Rural Districts of 
*Chester-le-Street; *Durham; ‘*Easington. II: Municipal 
Boroughs of Durham; Hartlepool; Jarrow; Stockton-on-Tees. 
Urban Districts of Barnard Castle; Blaydon; Boldon; Chester- 
le-Street ; Crook and Willington; Hetton; Ryton; Shildon; Tow 
Law; Whickham (including Dunstan). Darlington R.D.; Sedge- 
field R.D. (except Sedgefield Village and Stillington); Sunderland 
R.D.; Evenwood, Cockfield and Butterknowle (Barnard Castle 
R.D.). Ill: Lanchester R.D.; Stockton-on-Tees R.D.; Weardale 
R.D.; Gainford (Barnard Castle R.D.); Middleton-in-Teesdale 
(Barnard Castle R.D.); Sedgefield Village (Sedgefield R.D.); 
Stillington (Sedgefield R.D.). 

Essex.—I: Municipal Borough of *Dagenham (except Marks 
Gate Estate). Urban District of *Braintree and Bocking. Rural 
District of *Tendring (except Gt. Bentley, St. Osyth, and 
Thorpe-le-Soken); *Marks Gate Housing Estate (including that 
part which falls within [lford Borough). II: Municipal 
Boroughs of Barking; Chelmsford; Chingford; Colchester; 
Harwich; Ilford (except Marks Gate Housing Estate); Leyton; 
Maldon; Romford; Saffron Walden; Walthamstow; Wanstead 
and Woodford. Urban Districts of Benfleet; Basildon (except 
Basildon New Town); Brentwood; Burnham-on-Crouch ; Canvey 
Island ; Chigwell ; Clacton-on-Sea ; Epping; Frinton and Walton; 
Halstead; Hornchurch; Rayleigh; Thurrock (except Aveley 
Housing Estate); Waltham Holy Cross; Witham. Rural 
Districts of Epping and Ongar (except Harlow New Town); 
Great Dunmow; Halstead; Lexden and Winstree; Rochford; 
Aveley Housing Estate (Thurrock U.D.); Basildon New Town 
(Basildon U.D.); Harlow New Town (Epping and Ongar R.D.). 
Ill: Urban Districts of Brightlingsea; West Mersea; Wivenhoe. 
Rural Districts of Braintree; Chelmsford; Malden; Saffron 
Walden, Great Bentley (Tendring R.D.); St. Osyth (Tendring 
R.D.); Thorpe-le-Soken (Tendring R.D.). 

Gloucester County and City —I1: Almondsbury, Olveston, and 
Patchway; Berkeley; Bishop’s Cleeve, Cleeve Hill, and Winch- 
comb; Brockworth, Churchdown, and Hucclecote; Charlton 
Kings, Cheltenham, and Prestbury ; Chipping Sodbury and Yate ; 
Cinderford and Drybrook; Cirencester, Rendcombe, and South 
Cerney; Coleford, Parkend, and Yorkley; Corse and Newent; 
Cranham and Painswick; Dursley, Uley, and Wotton-under- 
Edge; Filton, Little Stoke, and Stoke Gifford; Frampton 
Cotterell, Hambrook, and Stapleton; Gloucester; Hanham, 
Kingswood, and Warmley; Lydbrook and Ruardean; Lydney; 
Mangotsfield; St. Briavels; Stroud and Stonehouse; Tetbury; 
Tewkesbury; Tidenham III: Bitton, Oldland, and Oldland 
Common; Blakeney; Blockley and Moreton-in-Marsh ; Bourton- 
on-the-Water and Stow-on-the-Wold; Bream; Brimscombe (Bur- 
leigh) and Minchinhampton ; Chalford and Eastcombe ; Chipping 
Campden and Mickleton; Fairford and Lechlade; Frampton- 


on-Severn; Marshfield and Wick; Mitcheldean: Nailsworth; 
Newnham and Westbury-on-Severn; Northleach; Pilning: 
Thornbury. 


Hampshire. —1: Municipal Borough of *Aldershot. Municipal 
Borough of *Basingstoke. I1: Boroughs of Christchurch (except 
Mudeford); Eastleigh; Gosport; Lymington; Boroughs and 
Rural Districts of Andover; Romsey. Municipal Borough and 
northern half of Rural District of Winchester. Urban Districts 
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of Fareham; Farnborough; Havant and Waterloo (except Leigh 
Park Housing Estate). Rural Districts of Basingstoke; Drox- 
ford; Kingsclere and Whitchurch; New Forest; Ringwood and 
Fordingbridge ; Stockbridge; Winchester (southern half). Urban 
and Rural Districts of Alton; Petersfield (except Liss). Rural 
District of Hartley Wintney and Urban District of Fleet. III: 
Liss (Petersfield Urban and Rural District); Leigh Park Housing 
Estate (Havant and Waterloo Urban District); Mudeford (that 
portion of the Borough of Christchurch immediately east of 
“ Stanpit" which is within a radius of approximately half a 
mile from the point of the seafront known as “ Sandhills ”’). 

Herefordshire—11: Bromyard and district; Grosmont, Ewyas 
Harold, Longtown, Vowchurch and district; Hereford and dis- 
trict; Kington and district; Ledbury and district; Leominster 
and district; Much Birch and district; Ross-on-Wye and district. 
Ill: Colwall, Cradley and district ; Eardisley and district ; Fown- 
hope and district; Kingstone and district; Leintwardine and dis- 
trict; Letton and district; Pembridge and district; Tarrington 
and district; Weobley and district. 

Hertfordshire.—1: District of *Waltham Cross. II: City of 
St. Albans. Boroughs of Hemel Hempstead; Hertford; Watford. 
Urban Districts of Baldock; Barnet and East Barnet; Berkham- 
sted; Bishop's Stortford; Bushey; Cheshunt and Goff's Oak; 
Chorley Wood; Harpenden; Hitchin; Hoddesdon; Letchworth; 
Rickmansworth; Royston; Sawbridgeworth; Stevenage; Tring; 
Ware; Welwyn Garden City. Rural Districts of Braughing; 
Elstree and Boreham Wood; Hatfield; Hemel Hempstead; Hert- 
ford; Hitchin; St. Albans; Watford. III: Rural Districts of 
Ware; Welwyn. 

Huntingdonshire.—l1 : Huntingdon; Kimbolton; Ramsey; St. 
Ives; St. Neots; Warboys; Yaxley. III: Alconbury Weston; 
Buckden ; Somersham ; Stilton. 

Isle of Ely.—iIit: Chatteris; Ely; Haddenham; Littleport; 
March; Parson Drove; Sutton; Wisbech; Whittlesey. III: 
Doddington; Manea; Mepal; Thorney. 

Isle of Wight——1IIl: Cowes district; Newport district; Ryde 
district; Sandown and Shanklin district; Ventnor district. III: 
Rural Areas of Totland, Freshwater, and Yarmouth ; Bembridge ; 
Niton; Shorwell; Limerstone. 

Isles of Scilly —Il1: Whole of area. 

Kent and Canterbury.—1: Borough of *Gravesend. Il: Beck- 
enham; Bexley; Bromley; Canterbury; Chatham; Dartford; 
Deal; Dover; Erith; Faversham; Folkestone; Gillingham; 
Hythe; Maidstone; Margate; Ramsgate; Rochester (Rochester) ; 
Rochester (Strood); Tenterden. Royal Borough of Tunbridge 
Wells. Urban Districts of Ashford; Broadstairs and St. Peters ; 
Chislehurst and Sidcup; Crayford; Herne Bay; Northfleet; 
Orpington; Penge; Sevenoaks; Sittingbourne and Milton Regis; 
Southborough; Swanscombe; Tonbridge; Whitstable. Rural 
Districts of Ashford West; Dartford; Eastry (except Eastry and 
Minster); Malling (except East Peckham); Romney Marsh; 
Strood (except Halling); Swale; Tonbridge (except Brenchley, 
Langton, and Pembury); Isle of Sheppey; Otford and Shoreham 
(Sevenoaks R.D.). III: Boroughs of Lydd; New Romney; 
Sandwich. Rural Districts of Ashford East; Bridge Blean; 
Cranbrook; Dover; Elham; Hollingbourne; Sevenoaks (except 
Otford and Shoreham); Tenterden; Maidstone. Districts of 
Brenchley (Tonbridge R.D.); Eastry and Minster (Eastry R.D.); 
East Peckham (Malling R.D.); Halling (Strood R.D.); Langton 
(Tonbridge R.D.); Pembury (Tonbridge R.D.). 

Lancashire —1: Districts of *Ashton-in-Makerfield; *Ashton- 
under-Lyne; *Aspull; *Bacup; “Barrowford; *Chadderton; 
*Denton; *Droylsden; *Farnworth and Kearsley; *Haydock ; 
*Heywood; *Hindley; *Huyton-with-Roby; *Irlam; *Leigh; 
*Leyland: ‘Litherland; ‘Prescot; “Radcliffe; *Tyldesley; 
*Urmston; *Westhoughton; *Whitworth; *Widnes; *Worsley. 
Il: Districts of Abram; Accrington; Adlington; Atherton; 
Billinge and Winstanley; Brierfield; Chorley; Clayton-le-Moor ; 
Clitheroe; Colne; Crompton; Crosby; Dalton-in-Furness ; 
Darwen; Eccles; Failsworth; Fleetwood; Formby; Fulwood; 
Golborne; Great Harwood; Haslingden; Horwich; Ince-in- 
Makerfield; Kirkham; Lancaster; Lees; Littleborough; Little 
Lever; Longridge; Lytham-St.-Annes; Middleton; Milnrow; 
Morecambe and Heysham; Mossley; Nelson; Newton-le- 
Willows : Ormskirk ; Orrell ; Oswaldtwistle ; Padiham ; Prestwich ; 
Ramsbottom; Rawtenstall; Rishton; Royton; Skelmersdale; 
Standish-with-Langtree; Stretford; Swinton and Pendlebury; 
Thornton Cleveleys ; Tottington ; Turton ; Ulverston ; Upholland ; 
Walton-le-Dale; Wardle; Whitefield; Withnell. Rural Districts 
of Blackburn; Burnley; Chorley; Lancaster; Preston; Warring- 


ton: West Lancashire; Whiston; Wigan. III: Districts of 
Blackrod; Carnforth; Church; Grange; Poulton-le-Fylide; 
Preesall; Rainford. Rural Districts of Clitheroe; Fylde; 


Garstang; Lunesdale; Ulverston. 
Leicestershire and Rutland —1: District of *Hinckley. II: 
Borough of Loughborough. Rural District of Loughborough. 


Districts of Ashby-de-la-Zouch; Coalville; Leicester (surround- 
ing places); Lutterworth (except Peatling Parva); Market Har- 
borough (except Hallaton); Melton Mowbray (except Bottesford 
and Somerby); Oadby and Wigston; Rutland (except Market 
Overton and Uppingham). III: Bottesford (Melton Mowbray); 
Hallaton (Market Harborough); Market Overton (Rutland); 
Peatling Parva (Lutterworth and district); Somerby (Melton 
Mowbray); Uppingham (Rutland). 

Lincolnshire (Holland).—1: *Spalding Town (Spalding U. and 
R.D.). Il: Boston Borough and R.D.; East Elloe R.D.; Spald- 
ing U. and R.D. (except Spalding Town). 

Lincolnshire (Kesteven).—1: District of *Stamford. II: Dis- 
tricts of Bourne; Grantham; Market Deeping ; North Hykeham; 
Sleaford. III: Districts of Ancaster and Gaythorpe; Bassing- 
ham; Billinghay; Castle Bytham; Colsterworth; Corby; Heck- 
ington; Heighington; Horbling and Billingborough; Long Ben- 
nington; Martin; Metheringham; Navenby; Rippingale; 
Ropsley ; Ruskington and Leasingham; Woolsthorpe by Belvoir. 

Lincolnshire (Lindsey)—1: Brigg Area (*Barton-on-Humber 
U.D.). IL: Brigg Area (Scunthorpe Borough; Brigg U.D.; Glan- 
ford Brigg R.D.); Gainsborough Area (Gainsborough U. and 
R.D., except Newton-on-Trent, Willingham by Stow, and 
Scotter); Grimsby Area (Grimsby R.D.; Cleethorpes Borough) ; 
Horncastle Area (Horncastle U. and R.D., except Tetford); Isle 
of Axholme Area (Isle of Axholme R.D.); Louth Area (Louth 
Borough; Louth R.D., except Thoresby North); Spilsby Area 
(Spilsby R.D., except Hogsthorpe); Skegness U.D.; Alford 
U.D.); Welton Area (Welton R.D., except Bardney, Dunholme, 
and Ingham). III: Caistor Area (Caistor R.D.; Market Rasen 
U.D.); Gainsborough Area (Newton-on-Trent; Willingham by 
Stow; Scotter, Gainsborough R.D.); Horncastle Area (Tetford, 
Horncastle R.D.); Louth Area (Thoresby North, Louth R.D.; 
Mablethorpe and Sutton U.D.); Spilsby Area (Hogsthorpe, 
Spilsby R.D.); Welton Area (Bardney, Dunholme, and Ingham, 
Welton R.D.). 

London.—1: Borough of Camberwell (*West and Town Hall 
Wards: *Coburg, Addington, St. George’s, North Peckham, and 
Marlborough Wards); Hackney (*Kingsmead and Wick Wards); 
Lambeth (*Prince’s and Oval Wards). Il: Boroughs of Batter- 
sea; Bermondsey; Bethnal Green; Camberwell (except West and 
Town Hall Wards; Coburg, Addington, St. George’s, North 
Peckham, and Marlborough Wards); City of London and Shore- 
ditch; Deptford; Finsbury; Fulham; Greenwich; Hackney (ex- 
cept Kingsmead, Triangle, Victoria, and Wick Wards); Hammer- 
smith; Hampstead (except Central Town and Town Wards); 
Holborn ; Islington; Kensington, North; Lambeth (except Herne 
Hill, Prince’s, and Oval Wards; Lewisham; Paddington, North 
of Harrow Road; Poplar; St. Marylebone, North; St. Pancras 
(except Whitfield No. 7 Ward); Southwark; Stepney; Stoke 
Newington ; Wandsworth (except Putney and Streatham Common 
Wards); Westminster (except Wards of St. Margaret, Knights- 
bridge, St. George, and Hamlet of Knightsbridge); Woolwich. 
Ill: Boroughs of Chelsea; Hackney (Triangle and Victoria 
Wards); Hampstead (Central and Town Wards); Kensington, 
South; Lambeth (Herne Hill Ward); Paddington, South of 
Harrow Road; St. Marylebone, South; St. Pancras (Whitfield 
Ward); Wandsworth (Putney and Streatham Common Wards); 
Westminster (St. Margaret, Knightsbridge, St. George, and 
Hamlet of Knightsbridge Wards). 

Middlesex.—1: Boroughs of Brentford and Chiswick (*Turn- 
ham Green Ward); Enfield (*Green Street and Ponders End 
Wards, *Ordnance and Enfield Wards). Boroughs of Southall ; 
Wood Green (*Noel Park and Town Hall Wards). Urban 
Districts of *Hayes and Harlington (East Ward); ‘*Ruislip 
(Northwood). II: Boroughs of Acton; Brentford and Chiswick 
(except Bedford Park, Old Chiswick, and Turnham Green 
Wards); Ealing: Edmonton; Enfield (except Green Street and 
Ponders End Wards, Ordnance and Enfield Wash Wards); 
Finchley (except Manor, St. Mary's, and the Bishop's Wards); 
Harrow (except Pinner South Ward); Hendon (except Garden 
Suburb and Golders Green Wards); Heston and Isleworth; 
Hornsey ; Southgate ; Tottenham (except White Hart Lane Ward); 
Twickenham; Uxbridge: Wembley; Willesden; Wood Green 
(except Noel Park and Town Hall Wards). Urban Districts of 
Feltham ; Friern Barnet; Hayes and Harlington (except Harling- 
ton and East Wards); Potter’s Bar; Staines; Sunbury-on- 
Thames; Yiewsley and West Drayton. III: Boroughs of Brent- 
ford and Chiswick (Bedford Park and Old Chiswick Wards); 
Finchley (Manor, St. Mary’s, and the Bishop’s Wards); Harrow 
(Pinner South Ward); Hendon (Garden Suburb and Golders 
Green Wards); Tottenham (White Hart Lane Ward). Urban 
District of Hayes and Harlington (Harlington Ward). 

Norfolk.—1: Municipal Borough of *King’s Lynn. Rural Dis- 
trict of *Blofield and Flegg. II: Municipal Borough of Thetford. 
Urban and Rural District of Swaffham. Urban Districts of 
Cromer; Downham Market; North Walsham; Sheringham ; 
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Wymondham. Rural Districts of Depwade; Docking; Down- 
ham; Erpingham; Forehoe and Henstead ; Loddon; Marshland ; 
Mitford and Launditch and East Dereham U.D.; St. Faiths and 
Aylsham; Smallburgh; Walsingham; Wayland. III: Urban 
Districts of Diss; New Hunstanton; Wells-next-Sea. Rural 
District of Freebridge Lynn. 

Northamptonshire.—1: Districts of *Irthlingborough ; *Ketter- 
ing; *Rushden; Wellingborough. II: Districts of Brackley; 
Brixworth, Guilsborough, and Welford; Burton Latimer and 
Finedon ; Corby (including Gt. Easton); Daventry; Desborough 
and Rothwell; Islip; Oundle; Higham Ferrers and Raunds; 
Thrapston; Towcester. Rural District of Northampton. III: 
Districts of Blisworth and Roade; Bugbrooke and Kislingbury ; 
Byfield and Woodford Halse; Crick and West Haddon; Earls 
Barton: Flore; Kingscliffe; Long Buckby; Moulton; Paulers- 
pury; Weedon; Wollaston; Yardley Hastings. 

Northumberland.—1: Districts of *Ashington; *Seaton Valley 
and Hollywell; *Wallsend. II: Districts of Alnwick (including 
Amble); Bedlingtonshire; Bellingham; Berwick-on-Tweed and 
Norham and Islandshires; Blyth; Castle Ward R.D.; Glendale; 
Gosforth; Haltwhistle; Hexham; Longbenton; Morpeth; New- 
biggin-by-the-Sea; Newburn; Prudhoe; Whitley Bay. III: Bel- 
ford; Rothbury. 

Nottingham County and City-—-I: *Nottingham City No. | 
(Western) District; Nottingham City No. 2 (Northern) District ; 
*Nottingham No. 4 (North-Eastern) District; “Nottingham 
No. 5A Clifton Estate District. Borough of *Worksop. District 
of *Warsop. Il: Nottingham City No. 3 (Central and South- 
Western) District; Nottingham City No. 5 (Southern) District. 
Boroughs of Mansfield; Newark; Retford. Districts of Arnold; 


Beeston; Bingham; Blidworth and Rainworth; Carlton and 
Netherfield; Carlton-in-Lindrick; Costock and Ruddington; 
Eastwood; Edwinstowe and Ollerton; Harworth; Hucknall ; 
Kimberley; Kirkby-in-Ashfield; Lowdham; Mansfield Wood- 


house; Southwell; Stapleford; Sutton-in-Ashfield; West Bridg- 
ford. Ill: Districts of Carlton-on-Trent; Colston Bassett and 
Keyworth; Gringley-on-the-Hill; Misterton; North Clifton; 
North Collingham; North Leverton ; Selston ; Sutton Bonington ; 
Tuxford. 

Oxford County and City.-I1: Banbury and district; Bicester ; 
Burford and district; Charlbury and district; Chipping Norton 
and district; Eynsham and district; Henley-on-Thames and dis- 
trict; Kidlington; Oxford (West of River Cherwell); Oxford 
(East of River Cherwell); Witney; Woodstock. III: Bampton 
and district; Chinnor; Clifton Hampden; Deddington and dis- 
trict; Dorchester-on-Thames ; Filkins district ; Goring-on-Thames 
and district; Islip; Little Milton; Shipton-under-Wychwood ; 
Thame; Watlington; Wheatley. 

Salop—I: “Ludlow; *Market Drayton. II: Bridgnorth: 
Chirbury: Church Stretton and Craven Arms; Cleobury North; 
Cleobury Mortimer; Newport; Oswestry; Shifnal; Shrewsbury ; 
Wellington Town; Wellington Rural District; Wem; Wenlock. 
Ill: Clun; Ellesmere; Whitchurch. 

Soke of Peterborough: Whole of Area. 

Somerset-—Il: Boroughs of Bridgwater; Chard; Taunton: 
Weston-super-Mare; Yeovil. Urban Districts of Clevedon; 
Crewkerne; Frome; Glastonbury-and-Street; Keynsham: Mid- 
somer Norton; Radstock; Shepton Mallet; Wellington. Rural 
Districts of Axbridge; Bathavon; Bridgwater; Chard; Clutton: 
Dulverton; Frome; Langport; Wellington; Wincanton. Urban 
and Rural Districts of Wells. III: Urban Districts of Burnham- 
on-Sea; Minchead; Portishead; Watchet and Rural District of 
Williton. Rural Districts of Long Ashton; Shepton Mallet; 
Taunton; Yeovil. 


Staffordshire-—1: City of “Lichfield. Boroughs of Bilston: 


*Newcastle; Rowley Regis; *Stafford; *Tamworth; *Tipton; 
Wednesbury. Urban Districts of *Aldridge; *Amblecote: *Bid- 
dulph; ‘Brierley Hill; ‘*Brownhills; *Cannock; *Coseley; 


*Darlaston; *Kidsgrove; *Rugeley (together with the Armitage, 
Handsacre, and Ridware areas of Lichfield R.D.); *Sedgley: 
*Stone ; *Uttoxeter; *Wednesfield. II: Urban Districts of Leek : 
Tettenhall: Willenhall. Rural Districts of Cannock: Cheadle 
(except Waterhouses); Leek; Lichfield (except Armitage, Hands- 
acre, and Ridware areas); Newcastle (except Ashley, Market 
Drayton, and Betley); Seisdon; Stone (except Sandon); Tutbury. 
IIl: Rural Districts of Stafford (except Gt. Haywood): Uttoxeter. 
Districts of Ashley Market Drayton (Newcastle R.D.); Betley 
(Newcastle R.D.): Gt. Haywood (Stafford R.D.): Sandon (Stone 
R.D.); Waterhouses (Cheadle R.D.) 

East Suffolk.—tl: Blyth district (except Earl Soham, Peasen- 
hall, and Yoxford); Deben district (except Alderton, Orford, and 
Otley); Gipping district (except Debenham); Hartismere district 
(except Hoxne, Stradbroke and Fressingfield); Lowestoft district : 
Samford district; Wainford district (except Stoven). III: Earl 


Soham, Peasenhall, Yoxford (Blyth district): Alderton, Orford. 
Otley (Deben district); Debenham (Gipping district); Hoxne, 


Stradbroke, Fressingfield (Hartismere district); Lothingland 
district (including Kessingland) ; Stoven (Wainford district). 

West Suffolk—it: Borough of *Bury St. Edmund's. II: 
Borough of Sudbury. Urban Districts of Hadleigh; Haverhill, 
Newmarket. Rural Districts of Clare; Cosford; Mildenhall ; 
Thedwastre; Thingoe. III: Rural District of Melford. 

Surrey.—ll: Boroughs of Barnes; Beddington and Wallington ; 
Epsom and Ewell; Godalming; Guildford; Kingston-upon- 
Thames; Maiden and Coombe; Mitcham; Reigate; Richmond 
(except Kew Ward); Surbiton; Sutton and Cheam; Wimbledon. 
Urban Districts of Banstead; Carshalton; Caterham and War- 
lingham; Chertsey; Coulsdon and Purley; Egham; Esher; 
Farnham; Frimley and Camberley; Leatherhead; Merton and 
Morden; Walton and Weybridge; Woking. Rural Districts of 
Bagshot; Dorking and Horley; Godstone; Guildford; Hamble- 
don. Ul: Urban Districts of Dorking; Haslemere; Kew Ward 
(Richmond B.). 

East Sussex.—I1: Boroughs of Hove; Lewes. Urban Districts 
of Burgess Hill; East Grinstead ; Newhaven; Portslade; Seaford. 
Rural Districts of Hailsham; Uckfield (except Wadhurst). Urban 
and Rural Districts of Cuckfield. Rural District of Battle and 
the Borough of Rye (except Winchelsea, Guestling, and Pett, and 
Ticehurst). III: Borough of Bexhill. Rural District of Chailey. 
Winchelsea, Guestling, and Pett; Wadhurst and Ticehurst. 

West Sussex.—I1: Districts of Arundel; Billingshurst; Bognor 
Regis; Chichester; Cowfold; Haslemere (area adjoining the 
Surrey border); Horsham; Lancing; Littlehampton; Midhurst; 
Shoreham and Southwick; Steyning; Worthing. III: Districts 
of Angmering, Rustington, and East Preston; Barnham, Easter- 
gate, and Yapton; Crawley U. and R.D.; Emsworth; Harting 
and Rogate; Henfield; Loxwood; Petworth; Pulborough; Rudg- 
wick and Slinfold; Selsey; Storrington; West Wittering. 

Warwickshire—I1I: Borough of *Nuneaton. Urban District of 
*Solihull (North). Il: Southam (Southam R.D.). Boroughs 
of Leamington; Rugby; Stratford-on-Avon; Sutton Coldfield ; 
Warwick. Urban Districts of Bedworth; Kenilworth. Rural 
Districts of Alcester (except Alcester); Atherstone and Tam- 
worth; Meriden (except Meriden and Hampton-in-Arden); 
Rugby. Parishes of Stoneleigh, Radford Semele, Whitnash, and 
Cubbington Barford (Warwick R.D.). III: Alcester (Alcester 
R.D.); Hampton-in-Arden (Meriden R.D.); Meriden (Meriden 
R.D.). Urban District of Solihull (South). Rural Districts of 
Shipston-on-Stour; Southam (except Southam); Stratford-on- 
Avon; Warwick (except Parishes of Stoneleigh, Radford Semele, 
Whitnash, and Cubbington Barford). 

Westmorland Appleby; Bowness-on-Windermere and 
Windermere; Kendal; Kirkby Lonsdale; Kirkby Stephen. III: 
Ambleside; Arnside; Brough; Glenridding; Grasmere; Miln- 
thorpe; Orton; Shap; Staveley; Temple Sowerby. 

Wiltshire—1: *Swindon (except Walcot). II: Amesbury; 
Bradford-on-Avon; Calne; Chippenham; Corsham; Devizes; 
Downton ; Highworth; Ludgershall; West Lavington and Market 
Lavington; Malmesbury; Marlborough; Melksham; Purton; 
Ramsbury; Salisbury; Shaftesbury; Stratton St. Margaret; 
Trowbridge; Warminster; Westbury; Wilton; Wootton Bassett; 
Wroughton and Chiseldon. III: Aldbourne; Box; Bourton; 
Broadchalke; Burbage; Castle Combe; Codford St. Mary: 
Cricklade; Durrington and Upavon; Fovant; Great Bedwyn: 
Hinden; Lacock; Mere; Pewsey; Sherston; Shrewton; Sutton 
Benger; Tisbury; Whiteparish; Walcot area of Swindon. 

Worcestershire —I1: Bromsgove ; Cofton Hackett and Rubery ; 
Droitwich; Evesham; Halesowen; Hill and Cakemore; Kidder- 
minster; Malvern; Oldbury; Pershore; Redditch; Stourport-on- 
Severn: Stourbridge; Tenbury; Upton-on-Severn; Worcester 
(rural); Wythall. III: Barnt Green; Bewdley; Broadway; 
Hundred House; Inkberrow; Knightwick. 

Yorkshire (East Riding)—11: Districts of Beverley (except 
Leven); Bridlington; Driffield (except Beeford, Middleton-on-the- 
Wolds and Wetwang); Filey; Haltemprice; Hedon; Hornsea; 
North and South Cave ; Norton (except Rillington and Sherburn); 
Pocklington (except Market Weighton and Stamford Bridge); 
South Holderness. III: Beeford (Driffield R.D.); Elvington 
(Derwent R.D.); Escrick (Derwent R.D.); Howden (including 
Newport, Bubwith. and Holme-on-Spalding Moor); Leven 
(Beverley R.D.); Market Weighton (Pocklington R.D.); 
Middleton-on-the-Wolds (Driffield R.D.); Rillingdon (Norton 
R.D.); Roos (Holderness R.D.); Sherburn (Norton R.D.); Stam- 
ford Bridge (Pocklington R.D.); Wetwang (Driffield R.D.). 

Yorkshire (North Riding)—1Il: Boroughs of Redcar; Scar- 
borough; Thornaby-on-Tees. Borough and Rural District of 
Richmond. Urban Districts of Eston; Guisborough; Loftus; 
Saltburne and Marske: Skelton and Brotton. Urban and Rural 
Districts of Malton; Northallerton; Pickering; Whitby (except 
Danby and Grosmont). Rural Districts of Kirbymoorside; Ley- 
burn; Stokesley. Rural and Urban Districts of Scarborough ; 
Scalby. If1: Rural Districts of Aysgarth; Bedale; Easingwold ; 
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Flaxton; Helmsley; Masham; Reeth; Thirsk; Dan Whitby 
R.D.); Grossmont (Whitby R.D.). Sot 

Yorkshire (West Riding).—1: Borough of *Ossett. Borough 
and Urban District of *Batley Borough and Heckmondwyke 
U.D. Urban Districts of *Adwick-le-Street; *Bentley-with- 
Arksey; “Colne Valley; ‘*Conisborough; *Maltby; *Mex- 
borough; *Rawmarsh; *Stocksbridge; *Worsborough. Urban 
and Rural Districts of *Hemsworth; *Selby. *Urban District 
of Tickhill and Rural District of Doncaster. II: City of Ripon. 
Boroughs of Brighouse; Harrogate; Keighley; Morley; Ponte- 
fract; Pudsey; Spenborough; Todmorden. Borough and Rural 
District of Goole. Urban Districts of Aireborough; Baildon; 
Barnoldswick; Bingley; Castleford; Cudworth; Darfield; 
Darton; Dearne; Denby Dale; Dodworth; Elland; Feather- 
stone; Garforth; Holmfirth (except Scholes near Huddersfield) ; 
Horbury; Horsforth; Hoyland Nether; Ilkley; Kirkburton; 
Knaresborough ; Knottingley; Meltham; Mirfield; ‘Normanton; 
Otley; Queensbury and Shelf; Ripponden ; Rothwell; Royston; 
Saddleworth; Shipley; Silsden; Sowerby Bridge; Stanley: 
Swinton; Wath-on-Dearne; Wombwell (including Brampton 
Bierlow Parish in Rotherham R.D.). Urban Districts of Hebden 
Royd and Rural District of Hepton. Urban and Rural Districts 
of Penistone; Skipton (except Grassington and Addingham). 
Rural Districts of Kiveton Park; Nidderdale; Osgoldcross; 
Rotherham (except Brampton Bierlow and Wentworth Parishes) ; 
Tadcaster (except Scholes near Leeds and South Milford); 
Wakefield; Wortley. Parishes of Fishlake; Sykehouse and 
Thorne (Thorne R.D.); Hatfield and Stainforth (Thorne R.D.). 
District of Scholes, near Leeds (Tadcaster R.D.). If1: Urban 
Districts of Denholme; Earby. Rural Districts of Bowland; 
Ripon and Pateley Bridge; Sedbergh; Settle; Wetherby (includ- 
ing Harewood and Clifford); Wharfedale. Parish of Wentworth 
(Rotherham R.D.). Districts of Addingham (Skipton R.D.); 
Grassington (Skipton R.D.); Scholes, near Huddersfield (Holm- 
firth U.D.); South Milford (Tadcaster R.D.). 


ENGLAND : COUNTY BOROUGHS 
*Barnsley (1). Barrow-in-Furness (IT). Bath (iI). Birkenhead 

1). 
Birmingham.—1: *Aston; *Harborne; *Stechford; Yardley. 
Il: Acocks Green; All Saints; Balsal Heath; Brandwood ; Deri- 
tend; Duddeston; Edgbaston ; Erdington; Fox Hollies ; Gravelly 
Hill; Hall Green; Handsworth; Kings Norton; Kingstanding; 
Ladywood; Lozells; Market Hall; Moseley and Kings Heath; 
Northfield; Perry Barr; Rotton Park; St. Paul's; Saltley; Sand- 
well; Selly Oak; Sheldon; Small Heath; Soho; Sparkbrook; 
Sparkhill; Springfield; Stockland Green; Washwood Heath; 
Weoley. 

*Blackburn (1). 

Blackpool.—II: Central; Cleveleys and Bispham; Marton; 
North Shore and Layton; South Shore. 

Bolton (11). *Bootle (1). 

Bournemouth—11: Bournemouth (except Central and West 
District). III: Central and West District. 

Bradford—1: *South Parliamentary Division. II: North, 
East, and West Parliamentary Divisions and Esholt practice area. 

Brighton.—I1: District No. 1; District No. 2; District No. 3; 
District No. 5; District No. 6; District No, 7; District No. 8; 
District No. 9. Ll: District No. 4. 

Bristol.—Il: District No. 1, St. George; District No. 2, Cen- 
tral: District No. 3, Bedminster; District No. 4, Knowle; Dis- 
trict No. 5, Eastville; District No. 6, Clifton and Redland; Dis- 
trict No. 7, Bishopston; District No. 8, Westbury. 

Burnley (11). *Burton-upon-Trent (1). Bury (ID). Carlisle (11). 
Chester (II). Coventry (1). 

Croydon.—I1: Croydon North; Croydon South (except Addis- 
combe Ward): Addington and New Addington. III: Addis- 
combe Ward (South Parliamentary Division). 

Darlington (11). *Derby (1). Dewsbury (11). Doncaster (IT). 
Dudley (1). Eastbourne (If). East Ham (1). Gateshead (1). 
*Great Yarmouth (1). Grimsby (II). Halifax (11). Hastings (11). 

Huddersfield.—I1: Fartown, Sheepbridge, and Bradley; Lock- 
wood, Berry Brow, and Newsome; Marsh and Lindley; Meld- 
green, Delton, and Almondbury ; Paddock, Longwood, and Cros- 
land Moor: Town Centre. 

Ipswich (11. 

Kingston-upon-Hull —1: *West district. II: North district; 
East district; South district. 

Leeds.—1: *South-east district. II: Remainder of area. 

Leicester (11). Lincoln (11D. 

Liverpool.—I1: Parliamentary districts of Walton; Scotland; 
Kirkdale; West Derby; Wavertree; Edge Hill; Exchange; Tox- 


teth ; Garston. 
Manchester —1: *Ancoats, Ardwick, and Chorlton-on-Med- 


lock ; *Beswick, Bradford, and Clayton; Fallowfield, Withington, 


and Didsbury; Gorton, West Gorton, and Higher Openshaw ; 
*Hulme; Miles Platting, Newton Heath, and Moston ; Moss Side, 
Rusholme, and Whalley Range; *Northenden, Gatley, Wythen- 
shawe. II: Cheetham Hill and Crumpsall; Chorlton-cum- 
Hardy; Collyhurst; Harpurhey and Blackley; Longsight and 
Levenshulme. 

Middlesbrough (IT). 

Newcastle upon Tyne.—I: East Area (urban and subsection 
urban). II: Central Area (including Jesmond); West Area 
(urban); West Area (subsection urban). 

Northampton (II). *Norwich (I). Oldham (1). 

Plymouth.—Il: Northern district; Central district; Southern 


district. 

Portsmouth.—I1: Northern district ; Central district ; Southern 
district. 

Preston (II). Reading (ID. Rochdale (11). *Rotherham (1). 
St. Helens (1). 


Salford—1t: *Central. II: Higher Broughton; Irlams o” th’ 
Height; Lower Broughton; Pendleton; Seedley. 

Sheffield 1: *Darnall; *Dore and Totley; *Heeley; *High- 
field; *Hillsborough; *Manor; *Park; *Parson Cross; *Shire- 
green; *Walkley; Gleadless Valley. II: Arbourthorne; Atter- 
cliffe ; Brightside ; Broomhall ; Burngreave ; Ecclesall ; Infirmary ; 
Nether Edge; Norton; Tinsley; Woodhouse; Woodseats. III: 
Broomhill; Fulwood; Millhouses. 

Smethwick (11). Southampton (ID. 

Southend-on-Sea.—I1: Leigh-on-Sea; Shoeburyness ; Southend 
and Thorpe Bay; Westcliff-on-Sea. 

Southport (II. South Shields (IT). Stockport (1). 

Stoke-on-Trent.—1: Burslem and Longport; *Hanley, Shelton, 
Bucknall, Abbey Hulton, and Milton; *Smallthorne and Norton. 
Il: Fenton, Blurton, Longton, and Meir district; Hartshill and 
Basford; Stoke and Hanford; Tunstall, Goldenhill, Brindley 
Ford, and Chell. 

Sunderland (I). Tynemouth (11). Wakefield (1D. Wallasey 
an 


Walsall.—I: *Northern district. II: Central district ; Southern 
district. 


Warrington (ITD. *West Bromwich (1). 

West Ham.—I: West Ham (except West Ham residential 
district). Il: West Ham (residential district). 

West Hartlepool (11D. Wigan (I). Wolverhampton (1). 
Worcester (II). 

York.—I: North and East districts. II: South and West 
districts. 


WALES 


Anglesey.—l1: Urban District of Liangefni. Rural District 
of Aethwy. Rural District of Valley (including Bodedern, Bod- 
organ, Rhosneigr, and Gwalchmai). Amlwch U.D. and 
Cemaes Bay (Twrcelyn R.D.); Holyhead U.D. and Holyhead 
Island. III: Borough of Beaumaris. Urban District of Menai 
Bridge. Rural District of Twrcelyn (except Cemaes Bay). 

Breconshire.—11: Brecon and district ; Brynmawr and district ; 
Builth and Llanwrtyd; Cefn Coed and district; Hay and Tal- 
garth; Hirwaun and Ystradfellte; Ystradgynlais, Abercrave, and 
Colbren district. III: Crickhowell and district ; Sennybridge and 
district. 

Cardiff (ID 

Caernarvonshire-—I1: Boroughs of Bangor; Caernarvon; 
Conway and Llandudno Junction. Urban District of Llandudno 
(except Penrhyn Bay and Penrhynside). Rural District of 
Gwyrfai (District 1, Llanberis, Deiniolen, Lianrug, and 
Waenfawr). III: Borough of Pwilheli and Lleyn R.D. Urban 
Districts of Bethesda and part of Ogwen R.D.; Bettws-y-Coed ; 
Criccieth; Lianfairfechan; Penmaenmawr; Portmadoc. Rural 
Districts of Gwyrfai (District 2, Penygroes and Rhostryfan; 
District 3, Port Dinorwic); Nant Conway (except Penmachno). 
Districts of Penmachno (Nant Conway R.D.); Penrhyn Bay and 
Penrhynside (Llandudno U.D.). 

Cardiganshire —1: *Tregaron (including districts of Llanddewi 
Brefi, Bronant, and Pontrhydfendigaid). II: Borth; Cardigan 
(including the village of St. Dogmaels); Newcastle Emlyn (parts 
of the Cardiganshire E.C.’s area adjacent to Newcastle Emlyn in 
Carmarthenshire, including the Cardiganshire districts of Adpar, 
Cwmeoy, Bevlah, Lliandyfriog, Brongest, and Henllan); New 
Quay. III: Aberayron; Aberystwyth; Crosswood/Llanilar; 
Lampeter; Llandyssul; Llangeitho; Pontrhydygroes. 

Carmarthenshire —Il: Ammanford and Llandebie; Burry Port 
and Kidwelly; Carmarthen; Cross Hands, Penygroes, Tumble, 
and Drefach; Garnant and Glanamman; Llanelly; Llangadock 
and Llandovery; Newcastle Emlyn (with areas adjacent to 
villages of Henllan and Lampeter in Cardiganshire E.C.’s area); 
St. Clears and Llanboidy. III: Caio; Conwil Elfed (with adjoin- 
ing parishes of Abernant and Newchurch); Cwmllynfell and 
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Brynamman; Ferryside; Llanybyther; Liandilo; Nantgaredig; 
Pontyberem and Pontyates; Trimsaran; Whitland. 

Denbighshire and Flintshire—1: *Connah's Quay. II: 
Buckley; Chirk; Denbigh; Ffynnongroew; Flint; Holywell; 
Mold; Prestatyn; Rhosilanerchrugog; Rhyl; Ruthin; St. Asaph 
(excluding Dyserth); Wrexham (excluding Coedpoeth, Holt, and 
Liay; including Brymbo, Cefn Mawr, Gresford, Rossett, and 
Ruabon). III: Abergele; Caergwrie (practice area immediately 
around Hawarden); Cerrigydruidion; Coedpoeth (Wrexham 
R.D.); Colwyn Bay; Dyserth (St. Asaph R.D.); Glynceiriog; 
Hanmer; Hawarden; Holt (Wrexham R.D.); Lianfairtathaiarn; 
Llangollen; Lianrhaidr-ym-Mochnant; Llanrwst; Llay (Wrex- 
R.D.); Overton. 

Glamorganshire.—I: *Rural District of Pontardawe (exclud- 
ing Cwmllynfell, Brynamman, Gwauncaegurwen, and Pontar- 
dawe). *Townships of Treorchy, Llwynypia, Ferndale, Tylors- 
town, Wattstown, and Ynyshir (Rhondda M.B.). II: Boroughs 
of Barry; Cowbridge; Neath; Port Talbot (excluding Bryn); 
Rhondda (excluding Trehafod, Treorchy, Llwynypia, Ferndale, 
Tylorstown, Wattstown, and Ynyshir). Urban Districts of Aber- 
dare and Aberaman (excluding Abercwmboi and Cwmbach): 
Bridgend ; Caerphilly; Gelligaer (excluding Deri and Fochriw) ; 
Glyncorrwg; Liwchwr; Maesteg; Mountain Ash; Ogmore and 
Garw; Penarth; Pontypridd. Civil Parish of Whitchurch (com- 
prising Whitchurch and Rhiwbina) (Cardiff R.D.). Rural Dis- 
tricts of Llantrisant and Llantwit Fardre; Neath (except 
Resolven); Penybont. District of Pontardawe (Pontardawe 
R.D.). Ill: Districts of Bryn (Port Talbot M.B.); Trehafod 
(Rhondda M.B.). Urban District of Porthcawl. Districts of 
Abercwmboi (Aberdare U.D.); Cwmbach (Aberdare U.D.):; Deri 
(Gelligaer U.D.); Fochriw (Gelligaer U.D.): Resolven (Neath 
R.D.). Rural Districts of Cardiff (excluding Whitchurch); Cow- 
bridge; Gower. Districts of Brynamman and Cwmilynfell (the 
Glamorgan parts of the townships of Brynamman and Cwmllyn- 
fell) (Pontardawe R.D.); Gwauncaegurwen (Pontardawe R.D.). 

Merthyr Tydfil (11D. 

Merionethshire—Il: Bala; Barmouth; 
Penrhyndeudraeth ; Towyn. 
Corris; Ffestiniog; Harlech. 

Monmouthshire and Newport.—I: *Urban District of Trede- 
gar. II: County Borough of Newport. Municipal Borough and 
Rural District of Abergavenny. Municipal Borough and Rural 
District of Monmouth. Urban Districts of Abercarn; Aber- 
tillery ; Bedwas and Machen; Bedwellty; Blaenavon; Cwmbran; 
Ebbw Vale; Mynyddislwyn; Nantyglo and Blaina; Rhymney; 
Risca; Usk. Rural District of Magor and St. Mellons. Urban 
and Rural Districts of Chepstow; Pontypool. III: Urban Dis- 
trict of Caerleon. 

Montgomeryshire—II: Caersws and Llanidloes; Cemmaes 
Road and Machynileth; Lianfair Caereinion; Llanfyllin and 
Liansantftraid ; Montgomery ; Newtown; Welshpool. 

Pembrokeshire.—I1: Fishguard and Goodwick; Haverford- 
west; Milford Haven; Narberth and Maenclochog; Newcastle 
Emlyn (parts of the Pembrokeshire E.C.’s area adjacent to New- 


Corwen; Dolgelly ; 
III: Aberdovey ; Blaenau Ffestiniog ; 


castle Emlyn in Carmarthenshire); Pembroke Dock: St. 
Dogmaels in Cardiganshire); Tenby. III: Boncath: Cilgerran: 
Newport; Neyland; Pembroke; St. Davids; Saundersfoot: 


Solva; Trecwn; Whitland (parts of the Pembrokeshire E.C.’s 
area adjacent to Whitland in Carmarthenshire). 

Radnorshire —I1: Knighton; Liandrindod Wells; Lianbister. 
Ill: New Radnor; Presteigne; Rhayader. 

Swansea (II) 


Correspondence 


Advertisements for Junior Hospital Staff 


Sm,—May I ask for a little extra consideration for hospital 
junior medical staff that would make a considerable differ- 
ence to them, and would cost consultants and administrative 
staff no extra money and very little time ? I am referring 
to the form of advertising hospital junior medical posts in 
the medical journals. 

All of us holding junior hospital appointments are anxious 
to find a post to succeed our present ones with as little gap 
between them as possible, for with our meagre salaries the 
loss of two or three weeks’ earnings is of serious import. 
Further, in order to be able to enjoy the two-weeks paid 
holiday which customarily may be taken only at the end 
of a six-months appointment, it allays considerable mental 
anxiety to have a post to follow on already securely 


promised, or, failing that, at least be certain that one has 
not been applying for posts the interviews for which will 
be held during those precious two weeks. Of 109 separate 
advertisements for junior hospital posts in surgery published 
in the B.M.J. on June 20, 41 gave less than three weeks’ 
notice before the date on which the appointment was due to 
start, 3 were vague to the point of saying “ vacant soon,” 
and no fewer than 37 gave no indication of any sort of 
when the post would become vacant; not a single one in 
the whole list gave the date of interviews. 

May I make a plea, then, that in advertising junior hospital 
posts the date on which they fall vacant should always be 
mentioned ; that, where possible, at least six weeks’ notice 
should be given ; and that the date on which interviews will 
be held should also be given? Finally, one advertisement 
for a registrar in the B.MJ. of July 20 asks for “ Applica- 
tions (12 copies) . . .” Is this not just a little unreasonable? 
For the advertising authorities could procure copies of appli- 
cations with the greatest ease, considering the skilled clerical 
staff at their command, whereas the task of producing 12 
copies (I have seen 28 demanded) laboriously in longhand 
does not bear thinking about. Might I suggest that the 
B.M.J. produces a form covering these various points which 
could be sent to prospective advertisers 7?—I am, etc., 


Weymouth. SAMUEL PRIESTMAN. 


B.M.A. FILM COMPETITION 


The closing date for entries for the Film Competition is 
September 30. Some misunderstanding is believed to have 
occurred as a result of there being different closing dates for 
the receipt of entry forms and of the films themselves, and 
films have been received without the submission of an entry 
form. Those planning to enter films but who have not sub- 
mitted an entry form are asked to communicate with the 
Secretary as soon as possible. 


Association Notices 


ARMED FORCES COMMITTEE 
Election of Direct Representatives 


The constitution of the Armed Forces Committee provides 
for a retired medical officer from each of the following 
branches of the Services to be elected to it: 

Medical Branch, Royal Navy. 

Medical Branch, R.N.V.R. 

Royal Army Medical Corps. 

R.A.M.C. (T.A, or A.E.R.). 

Medical Branch, Royal Air Force. 

Medical Branch, R.Aux.A.F. or R.A.F.V.R. 

There are six vacancies to be filled for the 1957-8 session. 
Members of the Association at present serving on the active 
lists of each of the above branches and corps are invited to 
nominate a retired medical officer (who must also be a mem- 
ber of the Association) of their own branch or corps as a 
candidate for election. 

Nominations, on forms to be obtained from me, must 
reach me by Monday, September 2, 1957. Voting papers 
will be issued where more than one candidate is nominated. 


A. MACRAE, 
Secretary. 


Meetings of Branches and Divisions 


West Mippiesex Division 


The following officers were elected at the annual general meet- 
ing on May 9: 

Chairman.—Dr. C. J. Cobbe. 

Vice-chairman.—Dr. A. H. Weston. 

Joint Honorary Secretaries—Dr. R. E. W. Oliver and Dr. 
FP. H. Scoones. 

Honorary Treasurer —Dr. R. E. W. Oliver. 
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MOTION SICKNESS 


As a result of an evaluation* of a number of 
drugs, including other antihistaminics, for 
their ability to protect against motion sick- 
ness it was shown that the active constitu- 
ent of Ancolan was ‘the only compound 
that protected when given but once daily’. 


Therapeutics, Dee. 1968, 


Its advantages are — 
LONG DURATION OF ACTION 
EXCEPTIONALLY WELL TOLERATED 


‘ANCOLAN 


Tablets containing 25 mg. meclozine dihydrochloride 


DOSAGE : 
1 or 2 tablets 1 hour before commencement of journey 


Basic N.H.S. prices: 
Bottles of 25 tablets 3/8 and 250 at 32/6 
Descriptive literature is available on request. 

THE BRITISH DRUG HOUSES LTD. 
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Contractors to National Health Service 


THE 
MALPRO MAMMARY 
PROSTHESIS 


(As described in Journal, 16th Feb., 1957) 
British and Foreign Patents Pending 


The MALPRO is an entirely new idea for a mammary 
prosthesis, invented and perfected by a Mastectomy 
Patient, and has already been widely acclaimed by the 
Medical Profession. It is durable, washable and odour- 
less, cannot deflate or “‘ ride up” or become hard or 
uncomfortable. It conforms to body movements, perfect 
symmetry is maintained and the wearer can become 
entirely unaware of its presence. It can even be worn 
with boned strapless brassi¢res used with décolleté 
gowns, sun frocks or swim suits. It requires no special 
fitting as it fits readily into the brassi¢re cup and is 
made in three sizes to fit the small, medium or large 
sizes of any well-fitting brassi¢re. Special sizes are 
made to order. 
Fuller information gladly on request. 
THE MALPRO CO. 
E. A. MORRIS M. MORRIS 


62 CHURCH STREET, BLACKPOOL, Lancs. 
Tel.: 21610 


The original easy-to-take, 
two-in-one tablet 


for the prompt and prolonged 
relief of ASTHMA 


1S0-BRONCHISAN was first produced in 1953 and offers a fresh approach to the 
lem of effective asthma control. The tablets, which are pleasant to take, 

ve a coating containing easily dissolved Isopropyi-Nor-Adrenaline, a most 
potent bronchodilator, which, when absorbed by the sublingual route, produces 
the prompt relief of bronchospasm. The rest of the tablet, when swallowed, 
releases Ephedrine and Theophylline in balanced proportions and these, slowly 
— along the alimentary tract, ensure long sustained antispasmodic action 

the bronchial smooth muscle. 


ISO-BRONCHISAN 


Prescribable on Form E.C.10, 


chior. gr. 2/5; Theophyl line gr. 2 

In tubes of 20 tablon and bottles of 100 tablets. 

Tablets containing smaller quantities of the 
effective ingredients are now available for use in 
Paediatrics 


Samples and literature available on request. 
SILTEN LIMITED SILTEN HOUSE HATFIELD HERTS ‘ENGLAND 
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A synergistic combination of androgen and 


oestrogen with phenobarbitone. 
- Specifically designed for control of symptoms 
associated with menopausal disturbances, 


premenstrual migraine and tension, dysmenorrhoea. 


rormuta: Methyl Testosterone 2.5 meg 
Ethinyl Oestradiol 0.005 mg 
Phenobarbitone 16.0 mg. (4 gr.) 


LITERATURE FORWARDED ON REQUEST 


OX0O LTD (MEDICAL DEPARTMENT) 16 SOUTHWARK BRIDGE ROAD 


A N ° x ° 1D PRODUCT LONDON SEi TELEPHONE: WATERLOO 4515 


BRITISH JOURNAL OF “ys 
PHARMACOLOGY & Lhe“ light diet” patient 


June, 1957. Vol. 12, No. 2 


The Activity of Different Steroids in Producing Thymic Involution. needs protein 


ennifer Shewell 
t of Chain Length of Aliphatic Amines on Histamine Potentiation 
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A Comparative ony of Kinin, Kallidin, and Bradykinin. D. J. Hold- 

stock, A. P. Mathias, and M. Schachter 
The Relationship Between Inhibition of Ph Activity | KEEPING AN INVALID ON A LIGHT DIET may be no light 


and the Mode of Action of Trivalent Organic ——-- on Schisto- Z i j j ; 
‘ matter to a busy housewife. Sick people tire quickly of 
Hypothalamo-neuroh hysial Involvement in the Corticotrophic j —_ in many cases i j j 
Action of Acetylcholine. % Casentini, A. De Poli, and L. Martini - milk foods—and in ny there is a physical reaction 


a Activity of Hydroxy-substi Nap Comp d j 
W. M. Dufin and! M. Rollo against them. 
The Pharmacological Actions of Murexine (Urocanylicholine). lV. Brand’s Essence is a boon in sickness. It provides a 


Erspamer and A. Gidsser 
The Treatment of Experimental Toxoplasmosis in Rabbits. J. K. 4. | useful protein supplement to the diet, in an ideal form for 
Sulphadimidine, Pyrimethamine and Dapsone in the Treatment of i ids: ¥ i7i j 

Toxoplasmosis in Mice. J. K. A. Beverley and B.A. Pry Smeg invalids: a fat-free, appetizing jelly that even the weakest 

tecic Activity of Basic (Aminomethy vatives enols a ; 
a Cohn if system can rapidly absorb. Ready to serve in various ways, 


and A. H. Rees iti ici j i 
of et _| itis delicious just eaten with a spoon, spread on bread and 
Sem harmece thetic Ana Oxytocin 
“in & butter, warmed up as a liquid, or mixed with milk. 
md A ‘ i j 
ude 4. Brand’s Essence doesn’t cloy—sick people often enjoy 
of the Cat. Krista Kostial and VB. Vouk ' it when they can’t take anything else. And it revives appe- 


ye Polypeptides in Human Urine. £. J. Walassck 
vulsant Compounds and 5-Hydroxytryptamine in Rat Brain. tite amazingly. 
Action of Ergotamine on the Intracranial Venous Pressure and on Bra Essence i 

the Venous Outflow [ A. Carpi and M. Virno The addition nd’s to low residue and 
The Effect of Cortisone on the Multiplication of M. tuberculosis in Normal i | j ietsi i i i 

She of weight-reducing diets is especially appreciated by the patient. 
= tion and Body Temperature in the Mouse. 

sin and M. W. Parkes 


te er Drugs. asteer N. Speden, @ endricka B and E se 
The “Effect of Phenylbutazone upon Dihydrotachysterol Overdosage in the r S n ce 


Rat. H. Selye 
ds BEEF OR CHICKEN 


The Interaction Between Edrophonium (Tensilon) and Acetylcholine at 
the Motor Ead-plate. 8. Kats and S. Thesle// 
Yearly Subscription (4 Numbers) i 4s. U.S.A. $13.50. 
Single Numbers {1 5s. 
From the Publishing B.M.A. House, 
Tavistock Square, London, W.C.1 


| 
| 
| 
EN 


Aus. 3, 1957 


BRITISH MEDICAL JOURNAL 


“an approach to the ideal is provided by 

a slowly dissolving antacid tablet which is lodged 

between the gum and cheek. Thus, with each act of 
swallowing, alkali is carried down over the gullet to the 

stomach. It is remarkable how little is the quantity needed 


to depress effectively the concentration (pH) of gastric 
HCl. The first such tablet (‘nulacin’). . . .” 
Practitioner, January, 1957- 


NULACIN 
THERAPY 


—Simple, safe, effective 


GASTRIC ANALYSIS 
+ +3 24 25 24 aw 34 


A Nulacin tablet effectively depresses the concentra- 
tion of gastric HCl in peptic ulcer and other 


conditions of hyperacidity. It also provides protection ULACIUN 


against gastric HCl to the otherwise unprotected 


oesophageal wall and in such conditions as oesophag- 
itis and hiatus hernia. 

SUPPLY. Nulacin tablets may be prescribed on 
E.C.10. The dispensing pack of 25 tablets is free of 


Purchase Tax. (Basic price to N.H.S.: 2/-). Also 
available in tubes of 12. 


Gastric ANALYSIS. 


Pharmaceutical Division, 
Slough, Bucks., England 
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the spasmolytic with a 
specific point of attack 


Because the action of Buscopan is 
specifically upon the hollow organs 

of the abdomen and the genito-urinary 
tract it relieves spasm quickly and 
smoothly without giving rise to 
unpleasant side-effects. Cases of gastric 
or duodenal ulcer, renal and biliary 
colic and spasmodic dysmenorrhea will 
respond readily to its action. Accurate 
differentiation between organic 
obstruction and spastic conditions is 
often obtained by the use of Buscopan., 


Manufactured and distributed in England by Pfizer Lid., Folkestone, Kent, for 
Cc. H. Boehringer Sohn, ingeitheim am Rhein 
Registered proprietors of the Trade Mark. 


@ Regd. Trade Mark. 
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»HOECHST « 
TOLBUTAMIDE 


An oral treatment for 


diabetes 


EXTENSIVE CLINICAL TRIALS in 
many countries have shown that 
Rastinon *»Hoechst« tablets provide 
effective oral treatment for certain 
types of diabetes mellitus. The initial 
selection and stabilization of patients 
to Rastinon therapy should be carried 
out under strict medical supervision. 

Only certain diabetic patients are 
suitable for treatment with Rastinon 
» Hoechst« ; Tolbutamide. 


mellitus 


Each Rastinontablet contains 0.5.G. of 
N-Butyl- N'- toluene-p-sulphonylurea 
(Tolbutamide). Rastinon »*Hoechst« 
was originated in the research labora- 
tory of Farbwerke Hoechst AG., of 
Frankfurt, under the laboratory num- 
ber D.860. 

Rastinon is now being made avail- 
able on form E.C.10 for those patients 
who have been stabilized under strict 
medical supervision, 


HOECHST PHARMACEUTICALS LIMITED 
SLOUGH 


Distributed in the United Kingdom by 


HORLICKS LIMITED - SLOUGH - BUCKS 
from whom further information may be obtained on request 
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APPOINTMENTS 


Applicants should state name, address, age, nationality, qualifications, and enclose 
(unless otherwise specified) one copy each of 3 recentyytestimonials with short 
Statement of experience and appointments held. 
Applications should be sent at once if no closing date is given. 
Canvassing in any form will disqualify. 
WSERVICE MEMBERS may have difficulty in supplying recent 
testimonials, but this should not deter them from applying. 


held; £522 10s. per annum for the second and al! subsequent posts held; 
provided that the employing authority (subject in the case of a Hospital Management Commitice 


to the consent of the Regional Hospital Board) shall have discretion to determine that the remun- | 


eration of any officer ho.ding his first post in the National Health Service as a House Officer 
shall be £522 10s. per annum if they are satisfied that the officer has held at least one hospital post 


(ii) Fully registered medical practitioners 


be exceeded by up to £50 per annum where a post cannot be filled otherwise 


for six months. 


a deduction of £170 per annum is made 


If the post is resident a deduction of £150 per annum is made 
(ce) JUNIOR HOSPITAL MEDICAL OFFICER 


CLASSIFICATION 


and order of appearance 


Practices 
Partnerships 
Assistantships 
Trainee General Practitioners 
Locums 


A fully registered medica! practitioner who is liable for National Service must obtain deferment Ps * BRE 
of recruitment in writing from the Central Medical Recruitment Committee or (in Scotland) APPOINTMENTS 
the Scotiish Central Medical Recruitment Committee before accepting any civilian appointment including pre-registration 
The position of provisionally registered medica! practitioners who are liable for Nationa! ender appropriate specialty beadings, as follow 
Service has been made clear in a notice sent to them by the Ministry of Labour and Nationa! 
Service Anaesthetics Ophthalmology 
— Casualt Orthopaed 
SALARY SCALES OF JUNIOR GRADES OF HOSPITAL MEDICAL STAFP Chest aud Tb. P — 
Registrar Grades, Whole-time Dental Pathol 
(a) REGISTRAR: Posts obtained normally not less than two years after registration as a , ology mn 
medica! practitioner and held normally for two years: £935 per annum in the first year; £1,061 10s. Dermatology Physical Medicine 
per annum in the second and any subsequent years. If the post is resident a deduction of £170 E.N.T. Plastic Surgery 
AR: P btained | han rs aft stration Geriatrics Psychiatry 
ib) Ss Gh Posts odtai normal!'y Not less than four yea er registratio adi 
as a medical practitioner and held normally for four years; £1,210 per annum in the first year ; Infectious Diseases Radiology 
£1,320 per annum in the second year; £1,430 per annum in the third year; £1,540 per annum Medicine Radiotherapy 
| im any subsequent years. If the post is resident a deduction of £200 per annum is made. Neurology Rheumatology 
Other Grades, Whole-time Neurosurgery Surgery 
d dical practit s: £467 10s. annum for the first post Obstetrics and 
‘ovisional/ er ] 
(i) Provisionally registered medical pr loner per H Gynaecology t rology 


im the following order: 
Consultants, S.H.M.0.s, Registrars, 
Clinical Assistants, J.H.M.O.s, Senior 
House Officers. House Officers, Pre- 


outside, of not less than six months’ duration, involving clinical responsibilities equivalent te registrations, 
those of house posts in the National Health Service and supervised by appropriate specialist staff. | ET 
£577 10s. per annum for any post held; | 
provided that in exceptional circumstances, subject to the consent of the Minister, this rate may — — meee etc. 
Governme eceptionists, etc 
In each case under sub-sections (i) and (ii) above, a deduction of £125 per annum in respect | Administrative : 
of board and lodging and other services provided shai! be made and cach post shal! be tenable Industrial Consulting Rooms, etc. 
Republic of Iretand | Houses and Property 
(6) SENIOR HOUSE OFFICER: Posts obtained normally not less than one year after Own Accommodation, etc. 
registration as @ medical practitioner and normally held for one year only: £819 10s. per annum. University Cru Senn 
ive and ises and 
Officers who have held house Research 
ments but who are not Registrars and who have less responsibility than other hospital officers otor ire, etc. 
of non-consultant status: £852 10s. (for an officer appointed not less than one year after full | 
registration as a medical practitioner) by £55 to £1,182 10s. per annum. If the post is resident | otices ! aneous 
H Educational and Homes 
Lectures Agents 


necessary adjustments. 


ALL NATIONAL HEALTH SERVICE HOSPITAL APPOINTMENTS ARE 
IN ACCORDANCE WITH THE TERMS AND CONDITIONS OF SERVICE 
OF HOSPITAL MEDICAL STAFF 
Any advertisements appearing in this issue for posts in the hospital service which 

quote the rates of salary which obtained before the rocent percentage 
are published on the assumption that the employing authorities will make the 


increases 


(25/6/37) 


Rates are shown on the Inside Back Cover 


MEMBERS ABROAD. Copies of vacancies 


advertised in the Journal can be sent by AIR 


MAIL. The minimum cost is 3s. per week, which 


covers up to three separate headings: additional 
headings Is. cach 


Please state type of vacaacy and remit tw the 
Advertisemem Director, B.MJ 


BRITISH MEDICAL ASSOCIATION 


MEDICAL DIRECTOR OF 
COMMONWEALTH AND 
INTERNATIONAL MEDICAL 
ADVISORY BUREAUX 


Applications are invited from regis- 
tered medical practitioners for the post 
of Medical Director of the Common- 
wealth Medical Advisory Bureau and 
the International Medical Advisory 
Bureau of the British Medical Associa- 
tion at B.M.A. House in London. This 
post will be vacant on January 1, 1958, 
but it is proposed that the successful 
applicant should join the Association's 
staff early in December in order that he 
may be initiated into the work of the 
Bureaux under the guidance of the 
retiring Medical Director. 


The post is regarded as suitable for 
a retired medical officer of one of the 
armed Forces or of the Medical Branch 
of H.M. Overseas Civil Service, but other 


candidates are not excluded. The salary 
of the post is £2,000 a year. 


Applications, which should be accom- 
panied by the names of three persons to 
whom reference may be made, must be 
received not later than September 14, and 
should be addressed to the Secretary, 
British Medical Association, Tavistock 
Square, London, W.C.1, from whom fur- 
ther particulars of the appointment may 
be obtained. 


PRACTICES (Executive Councils) 


For vacancies (except those in Scotland) apply on 
Form E.C.16A, obtainable from the Execotive 
Councill, Mark envelope “ Vacancy.” 


NEWCASTLE, Staffordshire 


Applications invited for vacancy due to resigna- 
tion Urban area (designated). Residence and 
surgery available for purchase Approximate list 
1.340. Woman doctor 20 ycars Apply. on form 
E.C.16A (available on application), not later than 
August 15. to the Clerk, Staffordshire Executive 
Council, Market Square, Stafford. (4299) 


VACANCY—BULLBROOK AREA 
Bracknell New Town 


Applications invited for a vacancy in the Bull- 
brook Area of the Bracknell New Town. which is 
under developmem. There is no jist, but the suc- 
cessful applicant will be granted the Initia! Prac 
tice Allowance, if cligible. A site will be avail- 
able for purchase or on a 99 years’ lease at a 
ground rent for the erection of a house and surgery 
by the successful applicant Alternatively the De- 
velopment Corporation would be prepared to build 
a house and surgery cither for letting or for sale. 
The sumber of houses to be buil: in this area is 
1.719, and it is expected to be completed by 1962 
Apply on Form E.C.16A before August 14 to 
G. H. J. Price, Cierk of the Berkshire Executive 
Council, 16. Eldon Road, Reading (4024) 


PRACTICES (Exchange) 


EAST SUFFOLK RURAL PRACTICE, SINGLE- 
handed, picturesque village. list 1.500, income 
£3,200, attractive small Queen Anne house, desires 
similar practice England or Scotiand.—Bosz 
PR.2432. BMJ. 


PRACTICES (Wanted) 


PARTNERSHIP WANTED, LONDON OR HOME 
Counties, with succession within some years. 
oo available for house purchase.—Box PR.2318, 


| 
| 
| 
| 
; | 
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PARTNERSHIPS (Offered) 


JUNIOR PARTNERSHIP, S.W. CITY. COM- 
mencing share about £1,400. Preliminary Assisiant- 
ship. Must have capital house purchase. Full 
details please.—Box PA.2513, B.MJ 


KEEN CONSIDERATE ASSISTANT, PREFER- 
ably midwifery experience. Eatly view right man 
Liverpool. Accommodation.—Box PA.2532, B.M.J. 


PARTNERSHIPS (Wanted) 


WOMAN DOCTUR, 4, SINGLE, M.B., D.C.H., 
D.R.C.0.G., seeks Partmership or Assistantship 
with view, South or South-West England. Exccl- 
lent experience, especially Pacdiatrics. Some capital 
oom purchase, car. Free shortly.—Box PA. 2501, 


ASSISTANTSHIPS VACANT 


Wanted, Assistant ro in Metropotitan 
Unfurnished flat and car provided, or car 
Married man pre- 


married, Midlands 
Free unfurnished flat. Car owner. Salary 
£900, plus £150 car allowance.—Box A.2451, B.MJ 
Assistant, male or femaie, partnership five (rota). 
Car owner. Salary £1,150 
including car allowance. Lodgings provided singic 
doctor. Possible view.—Box A.2527, B.M.J. 
Assistant (married) wanted October 1, Wolver- 
bampton area. car essential. Two partners. Salary 
£1,000, including car allowance. Accommodation 
provided. View if suitable —Box A.2529. BMJ 
Assistant required, Ireland. 
No view. 
MJ 


required sow for London 
suburb. Terms by arrangement. Midwifery. Own 
car.—Box A.2508, B.M.J. 

Assistant, with view, required for Midlands semi- 
rural) practice, three partners. Bachelor accom- 
modation available now, new house (0 Iet in three 


West Riding semi-rural 


Salary £1,000 inclusive.— 


months. Ansesthetic and obstetric experience. Car 
owner. General and geriatric hospital appoint- 
meots.—Box A.2530, B.MJ 


Doctors required for duties with North Leadon 
mobile Emergency Medical Service. G.P. experi- 
ence essential. Cars provided. Phone Tudor 0051. 

Liverpool. Assistant required with view to one- 
third share partnership after six months to suitable 
applicant, with increasing shares. House to pur- 
chase. Salary as Assistant £1,100 per annum, live 
out, car owner.—Arthur Shaw, Medical Agem and 
Medical Insurance Consultant, Premier Buildings, 
88. Church Street, Liverpool, 1 

Maile part-time Assistant wanted immediately 
evening surgerics W.12.—Box A.2533, B.M.J 

Roral, mid-Staffordshire. Young married Assistant. 
Own car. Experience not essential. No view. 
Furnished house Ample leisure, but must be 
keen.—Box A.2509, B.M.J. 


ASSISTANTS AVAILABLE 
with view, rural area, pre- 


Wanted, Assistantship, 
ferably Southern Engiand. English, age 40. Ex- 
perienced general practitioner. Ample capital avail- 
able for house.—Box A.2522, B.M.J. 
Assistant 


view. Reral or semi-rural. 
31, marned. Cambridge, St. Thomas's, M.B.. 
B.Chir., H.S., H.P., Obdst.. 2) years’ G.P. Avail- 


able October.—Box A.251i, B.M.J 

British M.B., B.S., DAObst.)R.C.0.G., experi- 
enced G.P., car owner, offers part-time assistance 
Unfurnished accommodation required whilst post- 
graduate student Liverpool, starting October. Wife 
(M.B., B.Ch.), baby.—Box A.2535, B.MJ 

Indian graduate, qualified 1948, vecks Assistant- 
ship, preferably with wieew. Good gencral experi- 
Car.—Box A.2531, 


Obstetric list. Married. 
.MJ. 

M.B.. Ch.B. 1952, DRC.O.G. 28. Married, 
cat, good hospital experience, completing traince- 


ship, available October, 171 med with or with- 
out view.—Box A.2517, BMJ 


Assistant, evening surgeries, 
areca. September-January. Working for 


—Box A.2503, 

Sherborne, Cambridge, 32, Casualty, H.P. (St. 
Thomas's), obstetrics, G.P.. will train further or 
wait for Southern practice in pleasant surroundings 
with cottage hospital prefcrred.—Innes, Hillhead. 
Merrion Avenue, Exmouth. 


TRAINEE GENERAL 


PRACTITIONERS (Vacant) 


Wanted, male, Bve out. North Bucks 
small town aod rural practice. Parwmership of 
three.—-Box T.2523. B.MJ 

South Male Trainee required partner- 
ship of four. Offering experience in all aspects of 
genera! practice. Ample study time. Car necessary. 
Usual emoluments.—Box T.2524, B.M.J. 


Single, male, with car, from 
rates.—C. A. H. Watts, The 


owner. N.H.S. scale. 
Priory Road. Ply 


Trainee 
September. HS 
Limes, Ibstock. Leics 

(male), car 

-Dr. Wood, 81. 

60012 


Ampie leisure 
mouth. Tel 


Plymouth. Car 
essential. N.H.S. scale.—Ful! ‘particulars to Box 
7.2512, B.MJ 

Trainee, rural, Northumberiand, group practice. 
Excelient facilities.—Box T.2504, BMJ. 

Trainee, two partners. N.H.S. scale. £150 car 
allowance.—Dr. R. M. Wilson, Redcroft, Edgeicy, 
Stockport, Cheshire. 


Trainee wanted November. Cotswold partner- 
ship. Married. Car owner. House availabie.— 
Box 1.2536, BMJ. 

Trainee wanted for partnership . North 
Birmingham scale.—S. Warren 


Farm Road, Birmingham, 22c. 
Woman Trainee wanted October 1 for general 

practice in Cheshire town. Car owner preferred. 

with N.H.S. scale.—Box 
24S2, 


REPLIES TO BOX NUMBER 
ADVERTISEMENTS 


The names and addressees of ad- 
vertisers using box numbers are 
held by us in strict confidence and 
cannot be disclosed. Applications 
should be separately enclosed and 
clearly addressed : 


British Medical Journal, 
B.M.A. House, 


Tavistock Square, W.C.1 
All communications for- 
warded to advertisers under plain 
cover 
It is not possible for this office 
to accept telephone messages for 
relay te advertisers. | 


LOCUMS (Vacant) 


Wanted, Locum August 25 to September § 
inclusive Malic, single, experienced G.P. and 
obstetrics. Car essential. 3 guineas daily.—Dr. 
Gordon, Pembroke Dock 13. 

Wanted, single Locum with car, for 
couptry practice in Yorkshire market town, August 
20. for six weeks at least —Box 1.2321, BMJ 

wired for month beginning August 
to work with partners in group practice outer N. 
London area.—Box L.2537, B.MJ 


Locum required, own car, August 7 to September 
3. Single rural practice.—-Martin, Dorrington, 
Shrewsbury. Dorrington 227. 

wanted, Northamptonshire, male, car 
owner, October 6 to 15 inclusive. 25 guineas for 
period, including car allowance.—Boxz 1.2525, 


Locum wanted, North Wales, from August 26 
to September 721 inctusive.—Box L.2514, B.M.J. 
Private . Midlands town. Locum required, 
August 31 to September 7 


preferably with car., 
night work or m 


inclusive. No N.HS., 
—Box L.2515, B.M.J. 


Banbery, Horton General Hospital (163 beds) 


Lecum Casualty Officer 
required from September 9 to 30. Salary accord- 
ing to experience up to Junior H.M.O. grade 
Applications to the Secretary. (4173) 


Applications ate invited for the pos of 
Locum Registrar in General Surgery 

at Perth Royal Infirmary (255 beds) for a period 
of three months from October 1, 1957. Salary and 
conditions of service in accordance with national 
agreement. Applications, stating qualifications and 
experience. and saming two referees, should be 
lodged not later than August 23, 1957, with the 
430, Blackness Road, 
(4384) 


General Hospital, Rochford, Essex (620 beds) 


Locum Senior House Officer 


required in the Geriatric Department at the above 
hospital for the period August 10 to 27. 1957 
Applications to the undersigned as soon as possibic. 
—J. C. Field, Secretary, (4271) 


Leeds Regional Hospital Board 


Whole-time Locum Tenens Assistant Anacsthetist 
(S.H.M.O. scale) 
Hull (A) Group of Hospitals. Cnitial period of 
three months.) Applications, stating agc. qualifi- 
cations and details of appointments held (showing 
dates), together with the mames and addresses of 
three referees, to the Secretary, Park Parade, 
Harrogate, as soon as possible. (4174) 


Leeds Regional Hospital Board 


Short-term Locom Tenens 

Appoihtments in the Registrar grade are con- 
stantly available at hospitals in the area of the 
Board, particularly in the specialties of anacsthe- 
tics, general medicine, gencral and orthopacdic 
surgery and psychiatry Interested practitioners 
suitably experienced should communicate with the 
Secretary. Joint Registrars Committee, Park Parade, 
Harrogate. (S281) 


Mapperiey Hospital, Nottingham 


Locum Tenens Junior Hospital Medical Officer 
required at Mappericy Mental Hospital, Notting- 
ham. Salary £19 Ss. per week. Residential quarters 
are available if required, for which a charge at 
the rate of £170 per annum will be made. Further 
particulars obtainable from the Physician Superin- 
tendent, to whom application should be made 

(4175) 


Marie Curle Hospital, 66, Fitziohna’s Avenue, 
Hampstead, N.W.3 


Locum Hoase Surgeon 
required August 5 to 18. Apply to Administrative 
Officer. (4295) 


General Hospital, 
(342 beds, 38 cots) 


Locum Senior House Officer (Sergery) 
Residential! emoluments £150 per annum. Appii- 
cations to the Secretary, Hospital Management 
Committee. “Fern Bank.” Doncaster Road, 
Rotherham. 4129 


Portsmouth Group Hospital Magagement Comm! tice 
Queen Alexandra Hospital 
Lecum Sargical Registrar 
required for approximately three months from 
August 26, 1957. Applications, stating age, exnecri- 
ence and qualifications, together with the names 
of two referees, should be submitted as soon as 


possible to E. H. Hurst, Saint Mary's Hospital, 
Milton Road, Portsmouth. (4176) 


Barnet General Hospital, Welthouse Lane, Barnet, 
Herts (461 beds) 

Locum Tenens Orthopaedic Surgeon 

(S.4.M.0. Grade) 


required September 9 to 30. Apply, with full 
details, to Hospital Secretary. (Barnet es 
( 


Chelmsford and Essex Hospital 


Locum Tenens Registrar in Surgery 
required to work for period August 17 to 31. Pre- 
ference wilt be given to applicants holding F.R.CS. 
Applications to the Secretary, Chelmsford Hospita! 


Management Corflmittee, London Road, Chelms- 
ford. (4128) 
General Hospitai, Rochford, Essex (620 beds) 
Locum Registrar 


required ‘1 the Geriatric Department at the above 


hospital! or the period August 2? to September 17, 
1957, approximately. Applications to the under- 
as as 


. C. Field, Secretary. 
(4270) 


Queen Mary's Hospital, Sidcep, Kent 


Locum Senior House Officer (Aunesthetics) 


required September 2 to 15. Applications to the 
Secretary. (4323) 


Sheffield Regional Hospital Board 


Locem Registrar (Orthopsedics) 
required at City General Hospital, Sheffield, from 
September | Remuneration £19 Ss. per week. 
Apply to Secretary, Sheffield Regional Hospital 
Board, Old Fulwood Road, Shefficid, naming two 
referees. (4147) 


required at Rotherham Hospital, 
Rotherham. Remuneration £19 
Apply to Secretary, Sheffield Regional 
Board, Oi Fulwood Road, Shefficid 
referees. 


1s 
ee Eastern Regional Hospital Board (Scottand) 
| 
|§ : 
— 
ferre 
Locum required August 19 onwards, two weeks, 
| 
idwifery. 
= 
Sheticld Regional Howpital Board 
Locum Resident Registrar 
(Orthopaedics and Casusity) 
ter Gate, 
r week. 
Hospital 
| ming two =e 
(4148) 
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Locums (Vacant)—contd. 
Shetheid Regional Heapital Board 
Lecum for Consultant General Surgeon 


(maximum part-time) 
required September 1, for hospitals in the Boston 


area for approximately two months Apply two 
Secretary, Shefficid Regional Hospital! Board, 
Fulwood Road, Shefficid, naming two referees 

(4149) 
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Western Regional Hospital Board 
invited for the following 


Applications are 
appointment 
Locum Registrar in Medicine 
required for duty at Falkirk and District Royal 
Infirmary, for a period of three months from 
September 15. 1957 Applications, naming three 


referees, to the Secretary, Western Regional Hos- 
pital Board, 64, West Regent Street, Glasgow, C.2. 
(4300) 


Sheffield Regional Hospital Board 


Lecum for Maximum Part-time Consultant 
Orthopaedic Surgeon 
required for Mansficid Group of Hospitals, August 
26 for approximately four weeks Apply to Sec- 
retary, Shefficid Regional Hospital Board, 
Fulwood Road. Shefficid, naming two referees 
(4150) 


South-Western Regional Hospital Beard 
Exeter Clinical Arca 


Applications are invited for the appointment of a 
Locum Tenens in the Consultant or S.H.MO 
grade to undertake whole-time dutics in Radiology 
in the Exeter arca from August 26 to September 22 


inclusive Applications, stating qualification and 
experience, together with the names and addresses 
of two referees, should be sent to the Secretary 
of the Regional Hospital Board, 27, Tyndalis Park 
Road, Bristol. 8 (4346) 


South West Metropotitan Regional Hospital Board 


South Leadon Hospital for Women, 
Clapham Common, 5.W.4 


Female Locum Obstetric and Gynaecological 
Registrar 


required from August 12 w September 8, B23 
Apply to Hospital Secretary 4177) 
South-West Metropoli Regional Hospital Board 


Whole-time Locum Assistant Chest Physician 
(S.H.M.O. grade) 
required for the Croydon Chest Clinic areca. Duties 
mainly at the Central Chest Clinic, 33, Mayday 
Road, Thornton Heath, Surrey, under the direction 
of the Consultant Chest Physician The post will 


be tenable for one year in the first instance 
Remuncration £34 14s 6d. per week. Applications 
to Assistant Senior Medical Officer, SW. Met 
RH.B.. 27. Queen Anne Street, London, 
by August 31, 19457. (4130) 


South-West Metrogotitan Regional Hospital Board 
Wartiegham Park Hospital, Wartingham, Surrey 
Immediate vacancy for full-time 

Locum Psychiatric Registrar 


stating previous appointments, to the 
Warlingham Park Hos 


Applications 
Physician Superintendent 


pital, Warlingham. Surrey (4385) 
Usted Norwich Hespitai 
Neorfotk and Norwich Hospital. Norwich 


Locum Reaistrar Aauesthetist 
required for period September 16 to December 16 
1947 Resident of nonresident Salary £19 
per week in accordance with terms and conditions 


of service of hospital medica! staff Membership 
of a Medical Defence Society is a condition of 
appomtument Applications, stating age. qualifica 


together with names of two 
Hospital Management 
(4131) 


toms and experience 
referees, to Group Secretary 
Committee, St. Stephen's Road. Norwich 


Watford Chest Clinic, Peace Memorial Hospital, 
Watford 


Locum Registrar 
required immediately for work at the above Chest 
C'imic and beds (tuberculosis and chest medicine) 
at associated hospitals Experience of refills 


essential Car is desirable and allowances are 
paid App’y immediately Physician in Charge 
Telephone Watford 9266 (4345) 


Wetsh Regional Hospital Board 
Whotetime Locum Tenens Consultant 
Medicine 


General 
required Newport and East Mon. and North Mon- 
mouthshire H.M¢ areas immediately Applica 
toms, naming two referees. t© $.A.M.O., Tempiec 
of Peace, Cathays Park, Cardiff (4365) 


Welsh Regional Hospital Board 
Wheoete-time Locum Tenens Consultant 
General Medicine 


tequired West Wales Hospital Management Com- 
mittee area, September tw October 14. 1957 
Applications, naming two referees, to S.A.M.O., 
(4366) 


Temple of Peace, Cathays Park, Cardiff 


Weotwich Group H.M.C. 


Locum Registrar (Gynaecology and Obstetrics) 
required from August 24 to September 16 for the 


Group of Hospitals. Resident appointment. Apply 
to Group Secretary, Memorial Hospital, Woolwich, 
S.£.18 (WOO 2670). (4285) 


LOCUMS (Available) 


Scottish M.D. available from August 3, London 
area preferred —c/o Dr. Moony, 36, Sutherland 
Avenue, Orpington. Tel. ORP 23232, 


APPOINTMENTS 


ANAESTHETICS 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


CONSULTANT ANAESTHETIST 


seven half-days a week—four half-days at West 
Herts Hospita Heme! Hempstead, Herts (160 
beds); and three half-days at the Watford Hos- 


pitals (Peace Memoria) (208 beds). Shrodelis (386 


beds), Watford Maternity (58 beds). Hospitals may 
be visited by direct appointment Application 
forms obtainable from, and returnable to, Secre- 
tary, North-West Metropolitan Regional Hospital 
Board, tia, Portland Place. W.1, before Septem- 
ber 4, 1957 (4374) 


CARSHALTON, SURREY, QUEEN MARY'S 
HOSPITAL FOR (General Children's 
Hospital of 700 beds) 


WHOLE-TIME ANAESTHETIC REGISTRAR 

The surgery practice of the hospital includes 
emergency, orthopaedic, E.N.T. and general sur- 
gery, and there is a special surgical unit in associa- 
tion with the Hospital for Sick Children, Great 
Ormond Street The post is recognized by the 
Faculty of Anacsthetists Applicants are invited 
to visit the hospital by appointment with the 
Physician Superin.endent Applications, on forms 
obtainable from the Group Secretary, should be 
submitted by August 17, 1957 (4121) 


MANCHESTER REGIONAL HOSPTIAL BOARD 
O'dham and District Hespital Management 
Committee 


ANAESTHETIC REGISTRAR 

Applicatons are invited for the post of Anacs- 
thetic Registrar for duties at the Oldham Royal 
infirmary (190 beds) and the Oldham and District 
General Hospital (937 beds) Applications, with 
the names of two referees, to be forwarded to the 
Group Secretary, Central Offices, Rochdale Road. 
Oldham (3995) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Barect General Hospital, Wellthouse Lane, Barnet, 
Herts (461 beds) 


WHOLE-TIME (Resident) ANAESTHETIC 
REGISTRAR 
required for the Barnet Group of Hospitals, with 
main duties at Barnet General Hospital. Depart- 
ment recognized for the DA. and F.F.A.R.CS 
Hospital may be visited by direct appointment 
Application forms obtainable from, and returnable 


to, Group Secretary. Barnet Group HMC... 1, 
Wellhouse Lanc. Barnet, Herts, by August 14, 1957 
(4064) 


ST. MARY ABBOTS HOSPITAL, Marloes Read, 
Kensington, W.8 


Applications are invited for appointment as 
REGISTRAR IN ANAESTHETICS 
Position based at St. Mary Abbots Hospital. but 
expected to work at other hospitals in Group if 
required. Post recognized for the D.A.. and appli- 
cation has been made for recognition for the 
FFA Resident on nights on duty Position 
vacam September 15 Candidates may visit the 
hospital by arrangement Applications (five copies) 


to be submitted by August 16, 1957, on forms 

obtainable from, and returnable to, Group Secre- 

tary, 5, Collingham Gardens, Londos, S.W.5 
(4274) 


SHREWSBURY GROUP AND ROBERT JONES 
AND AGNES HUNT ORTHOPAEDIC HOSPITAL 


REGISTRAR, ANAESTHETICS 
Resident /non-resident. Recognized for D.A. and 
F.F.A.R.C.S. Duties mainly in Shrewsbury Group 
Application forms from Group Secretary, Royal 
Salop Infirmary, Shrewsbury, to be returned by 
August 12, 1957. Candidates may visit hospitals. 

(4178) 


BURY AND ROSSENDALE HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER 
IN ANAESTHETICS 
to the above Group of Hospitals. The post, which 
will become vacant on October 1, 1957, is based at 
Bury General Hospital, and is recognized for the 


D.A. examination. Apply, stating full details, and 
names of two referees, to H. Wilkinson, Esq... 
Group Secretary, Bury General Hospital, Wal- 
mersiey Road, Bury, Lancs. (4281) 


GLANTAWE HOSPITAL MANAGEMENT 
COMMITTEE 


Lianelly Hospital (162 beds), Lianelly 


Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER 
IN ANAESTHETICS 
at the above hospital. Vacancy October 1, 1957. 
The hospital is recognized for the D.A. examina 
tion, and consideration is being given for recogni- 
tion for the F.F.A.R.C.S. The successful candi- 
date will be granted facilities to attend monthly 
anacsthetic lectures and discussions which are held 
at the Cardiff Royal Infirmary. Applications, stating 
age, experience and qualifications. together with the 
names of two referees. should be sent to the Seo- 
retary of the hospital -T. E. Jones, Group Secre- 
tary (3822) 


PINDERFIELDS GENERAL HOSPITAL 
Wakefield 


Applications invited from 
practitioners for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER IN 
ANAESTHETICS (recognized for D.A. and F.F.A. 
The post offers wide experience, as large Ortho- 
paedic and Thoracic Units are located in the Hos- 
pital in addition to the General Surgical and 
Gynaecological Wards. Appointment may be cither 
resident or non-resident. If resident, a charge at 
the rate of £170 per annum will be made. Address 
written applications, stating age, nationality, quali- 
fications with dates, experience, details of previous 
appointments, and two names and addresses for 
reference, to W. Bowring, Growp Secretary, Pin- 
derficids General Hospital, Wakeficid (4057) 


SOUTH-EAST NORTHUMBERLAND HOSPITAL 
MANAGEMENT COMMITTEE 


registered medical 


JUNIOR ANAESTHETIST 
Junior Hospital Medical Officer or Senior House 
Officer grade, according to experience. Post recog- 
nized under Fellowship and Diploma regulations. 
Applications, with names of two referees, to Group 
Secretary, Preston Hospital, North Shields. (4132) 


BIRKENHEAD HOSPITAL MANAGEMENT 
Commi TTEE 


St. Catherine's Hospital, Birkenhead (478 beds) 


SENIOR HOUSE OFFICER IN ANAESTHETICS 
This resident post, which offers wide and varied 
experience, is approved for D.A. c¢xamination. 
Tenable for 12 months from September | Apply. 
within one week. stating post, age, qualifications 
(with dates), experience, with copies of two recent 
testimonials, to Secretary to above Committee, 
St. James’ Hospital, Tollemache Road. Birkenhead. 
(40512 


BOLTON AND DISTRICT HOSPITAL 
MANAGEMEN COMMITTEE 


RESIDENT ANAESTHETIST 

(Senior House Officer grade) 
Main duties at Bolton District General Hospital 
and Bolton Royal Infirmary. Vacant mid-Septem- 
ber, tenable for 12 months and recognized for the 
D.A. and F.F.A.R.CS. Applications, stating age, 
Nationality qualifications, experience, and the 
names of two referees, to Group Secretary, the 
Royal Infirmary, Bolton (4179) 


FARNBOROUGH BOSPITAL. Kent (800 beds) 


SENIOR HOUSE OFFICER IN ANAESTHETICS 
(resident) required for one year from September 
14. Recognized for D.A. and F.F.A.R.C.S. Apply. 
giving details of argc. qualifications (with dates). and 
experience. and naming three referecs, to Adminis- 
trative Officer. (4046) 


| 
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Anaesthetics—contd. 


MANAGEMENT 


Applications invited for the appointment of 
RESIDENT ANA€STHETIST 
at Frenchay Hospital (542 staffed beds). The 
appointment will be made cither in the House 
Officer or Senior House Officer grade according to 
the successful candidate's qualifications and experi- 
ence. The position offers experience in Thoracic, 
Plastic. Neuro- and General Surgery Vacant 
immediately. The post is normallly resident, but 
applications for a non-resident post will be con- 
sidered. Applications. stating age, qualifications 
and previous posts, and naming two referees, to 
be sent to the Group Secretary, Frenchay Hospital, 
Bristol, by August 16, 1957. (4262) 


HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


SENIOR HOUSE OFFICER IN ANAESTHETICS 
(recognized for D.A. and F.F.A.) required for 
duties at hospitals in the Group. Excellent experi- 
ence. Non-resident. Applications to Group Secre- 
tary, Hull Royal Infirmary. (4180) 


KENT AND SUSSEX HOSPITAL 
Tunbridge Wells (303 beds) 


Tunbridge Wells Group Hospital Management 
Committee 


SENIOR HOUSE OFFICER, ANAESTHETICS 
required (male or female). Resident Vacant 
September 30. 1957. Recognized for D.A. and 
F.F.A.R.C.S. Applications, giving age. qualifica- 
tions and experience, with names of two referees, 
to Group Secretary, Sherwood Park, Tunbridge 
Wells (3750) 


LAW HOSPITAL, Cariuke, Lanarkshire 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Anaesthetics) 
Applications, stating age, qualifications and previous 
experience, together with the names of two referees. 
should be submitted to the Group Medical Superin- 
tendent, Law Hospital, Carluke. (4028) 


LEICESTER ROYAL INFIRMARY 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Anaesthetics) 
vacamt October 1. The appointment includes duties 
at both the Leicester Roya! Infirmary and the 
Leicester Gencral Hospital Recognized for the 
D.A.. F.F.A.R.CS Applications, stating age. 
qualifications and experience, with copies of recent 
testimonials, to Group Secretary, No. 1 Hospital 
Management Committee, the Leicester —_, Infir- 
mary, by August 8 (3801 


ST. ANDREW'S HOSPITAL, Devons Road, 
Bow, E.3 


SENIOR HOUSE OFFICER ANAESTHETIST 
required Post recognized for DA and 
F.P.A.R.C.S. examinations. Applications, stating 
age, qualifications and experience, with copies of 
two testimonials, should be sent to the Group 
Secretary, Bow Group H.M.C., 2a, Bow Geet, Se 


THE ROYAL FREE HOSPITAL GROUP 


SENIOR RESIDENT ANAESTHETIST 

Applications are invited for the post of Senior 
Resident Anaesthetist. Applicants must be regis- 
tered medical practitioners. The appointment is 
for six months from October 1. 1957, with duties 
at the North-Western Sranch and Hampstead 
General Hospital. Salary mm accordance with the 
scale laid down by the Ministry of Health for 
Senior House Officers. Application forms may be 
obtained from the Hospital Secretary, Royal Free 
Hospital, Gray's Inn Road, W.C.1, to whom they 
should be returned not later than September | 
1957 (39953) 


THE UNITED CAMBRIDGE HOSPITALS 
Addenbrooke's Hospital, Cambridge 


RESIDENT ANAESTHETIC SENIOR HOUSE 
OFFICERS 


for one year from late September. Anaesthetic 
experience essential. Apply to Secretary. by August 
17, stating age, nationality. qualifications and 
experience (with dates). and with copies of three 
testimonials. Interviews August 23.—P. J. Bourne, 
Secretary. (4151) 
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IMPORTANT NOTICE 
APPOINTMENTS 


Medical practitioners are requested 
not to apply 


for any appointment specified in this 
notice or for any appointment under an 
authority referred to in this notice with- 
out first communicating with the Secre- 
tary of the British Medical Association, 
B.M.A. House, Tavistock Square, 
London, WC.1, or, in the case of the 
Irish appointments, with the Medical 
Secretary of the Irish Medical Associa- 
tion, 10, Fitzwilliam Place, Dublin, or 
in the case of appointments under the 
Queensland State Government Insurance 
Office with the Honorary Secretary, 
Queensland Branch, B.M.A., 88, 
L’Estrange Terrace, Kelvin Grove, W.1, 
Brisbane, Queensland, to learn the views 
of the Association regarding the terms 
and conditions of service pertaining to 
the appointments : 

CORPORATION OF GLASGOW. 

Medical Assistant Bacteriologist. 


COVENTRY CORPORATION. 


School Medical Officer and Assistant Medical 
Officer of Health Goint Post). 


REPUBLIC OF IRELAND, 
PORTIUNCULA HOSPITAL, 
BALLINASLOE, CO. GALWAY. 
Resident and Visiting Medical Staff. 
QUEENSLAND STATE GOVERNMENT IN- 
SURANCE OFFICE, 


By Order of the Council, 
A. MACRAE, 


July 30, 1957 Secretary. 


WANSTEAD HOSPITAL, Hermon Hil, 
(191 beds) 


Applications are invited for the post of 


RESIDENT ANAESTHETIST 
(graded Senior House Officer) 


Vacant September 12, 1957. Salary £819 10s. per 
annum, less £150 per annum for board lodging, 
etc. Recognized for the F.F.A. and D.A. Appli- 
cations, stating age, qualifications and experience, 
together with copies of two recent —— 
to be sem immediately to ee ‘orest Group 
H.M.C.. Langthorne Road, E.11. (4181) 


WEST HAM GROUP HOSPITAL 
MANAGEMENT 
Stratford, E.15 


ANAESTHETIST (Resident) 


Senior House Officer grade. For 12 months com- 
mencing August 11, 1957. Six months Queen 
Mary's Hospital for the Kast End and six months 
East Ham Memorial Hospital, combined post recog- 
nized for D.A. and F.F.A.R.C.S. Applications, 
with names of three referecs, to Group Secretary. 
West Ham Group Hospital Management Committec, 
Stratford, E.15, immediately. (4319) 


THE ROYAL FREE HOSPITAL GROUP 


JUNIOR RESIDENT ANAESTHETIST 


Applications are invited from registered medical 
practitioners for the post of Junior Resident 
Anaesthetist. The appointment is for six months, 
duties t© commence October 1, 1957. Salary and 
conditions of service im accordance with the 
Ministry of Health scale for House Officers. Appli- 
cation forms may be obtained from the Hospital 
Secretary. Royal Free Hospital, Gray's Inn Road. 
W.C.1, to whom they should be returned not later 
than September 1, 1957. (3954) 


CASUALTY 
KINGSTON GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Kiagstos Hospital, Wolverton Avenue, 
Kingstoo-on-Thames 


Applications are invited from suitably qualified 
and experienced medical officers for the post of 
FULL-TIME CASUALTY AND ORTHOPAEDIC 

REGISTRAR 
which is vacant now. The duties will be mainly 
in the Casualty Department, for the running of 
which he will be responsible, and will include 
duties in the Fracture and Orthopaedic Depart- 
ments. The successful candidate will be required 
to live in the hospital or occupy a duty room when 
on duty. Forms of application are obtainable 
from the Group Secretary, 35, Coombe Road. 
Kingston-on-Thames, and should be returned tc 
him as soon as possibile. (4183) 


EDGWARE GENERAL HOSPITAL (702 beds) 


JUNIOR HOSPITAL MEDICAL OFFICER 
non-resident, required in the Casualty Department 
Post vacant September 5, 1957. Apply, stating age 
nationality, qualifications, and giving details of 
experience, together with the names and addresses 
of two referees, to Group Secretary, Hendon Group 
Hospital Management Committee. Edgware Genera! 
Hospital, Edgware, Middicsex, by August 10, be 

(4010) 


ROYAL ALEXANDRA INFIRMARY, Paisley 


JUNIOR HOSPITAL MEDICAL OFFICER 
required for Casualty Department The post is 
non-resident. and will become vacant in mid-August 
Applications to Group Medical amen 

( 


BARNSTAPLE, NORTH DEVON INFIRMARY 
(10S beds) 


SENIOR HOUSE OFFICER 
required, whose duties will be mainiy casualty 
Post tenable for one year. Smal) furnished flat 
available. Applications to Group Secretary, North 
Devon H.M.C., 19, Alexandra Road, — 
(4077) 


CHESTERFIELD ROVAL HOSPITAL 
HOUSE OFFICER or SENIOR HOUSE OFFICER 
required August 17, 1957, for Casualty Department. 
Post recognized for the F.R.C.S. and pre-registra- 
tion service. Picase apply, with copies of two 
testimonials. to M. H Group 

( 


CONNAUGHT HOSPITAL, Walthamstow, E.17 
(123 beds) 


Applications are invited for the post of 

SECOND CASUALTY OFFICER 
with dutics in the department of orthopaedic and 
traumatic surgery (Senior House Officer grade) 
Recognized for F.R.C.S. Salary £819 10s. per 
annum, fess £150 per annum for board, lodging. 
etc. Applications, with full details and copies of 
two recent testimonials, to be sent immediately to 
Forest Group H.M.C., Langthorne 
Al i 


EDGWARE GENERAL HOSPITAL (702 beds) 
Edgware, Middlesex 


RESIDENT SENIOR CASUALTY HOUSE 
OFFICER 


required, Post vacant August 16. 1957, and recog- 
nized for F.R.C.S. purposes. Apply. stating age. 
nationality, qualifications and experience. together 
with the names and addresses of two referees, to 
Group Secretary, Edgware General Hospital. by 
August 17, 1957. (4347) 


GRIMSBY GENERAL HOSPITAL 


Applications are invited for 
CASUALTY OFFICER (S5.H.0. grade) 
with some E.N.T. duties. Post vacant mid-Sep- 
tember. Up-to-date medica! library and reading 
facilities available. Applications, with names and 
addresses of two referees, to Hospital 


KENT AND SUSSEX HOSPITAL 
Tunbridge Wels (303 beds) 


Applications invited for post of 
SEN'TOR HOUSE OFFICER 


(mate or female). Recognized for F.R.C.S. 
August 5, 1957. Apply immediately. giving age, 
qualifications, experience, with names of two 
referees, to Group Secretary. Sherwood Park, 
Pembury Road, Tunbridge Wells (3751) 


IMPORTANT: All intending applicans 
should read the revised NOTICE at the 
top of page 14 
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Casualty —contd. 
KINGSTON GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


tious are invited from suitably qualified 
medical officers for the pow of 
SENIOR HOUSE 
(Casealty and Orthop 


Vacamt on October 1, 1957. Ree in Casualty 
for F.R.C.S. purposes. Applications, stating age. 
qualifications and experience, with two recent 


testimonialxs, should reach the Physician Superin 
tendent of the hospital within seven days of this 
advertisement 


LEEDS (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Applications are invited from registered medical 
Practitioners for the appointment of 

CASUALTY OFFICER (Senior House Officer) 
resident or non-tesidem, at the Public Dispensary 
and Hospital. Leeds. 2. Modern Casualty Depart 
ment dealing with 50,000 initial attendances per 
annum. Staff includes one Senior Casualty Officer 
and four Senior House Officers. The appoiniment 
is recognized by the Royal College of Surgeons for 
Fellowship Applications to the undersigned as 


soon as posible —). Folkard. Secretary to the 
Committee, Administrative Offices, St. lames's Hos- 
pital, Leeds, 9 (3860) 


LEYTONSTONE (Ne. 10) HOSPITAL GROUP 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Casualty Officer) 
at Whipos Cross Hospital. London, E.!! This 
post, which is recognized by the Royal Cotiere of 
Surecons for six months” casualty training under 


the Fellowship regulations, becomes vacant August 
1 1957 Application forms, from the Hospital 
Secretary, to Be returned by August 12, 1957 


MEMORIAL HOSPITAL, Shooters Hil. 
Wootwich, $.E.18 


SENTOR HOUSE OFFICER (Casealty Deparenent) 
Recognized for FR.CS. Six 


Vacant August 4 
months resident appointment and may then be 
renewed. Salary £819 10s. per annum. icss £150 


per annum for residence. Apply to Group Secre- 
tary. Memoria! Hespital, Woolwich. 18 (3998) 


MERTHYR AND ABERDARE HOSPITAL 
MANAGEMENT COMMITTEE 


St. Hospital, Tydfil (375 beds) 


Applications are invited for the following post 
RESIDENT SENIOR HOUSE OFFICER 
(Casualty) 

Apoly immediately, with full particulars and copies 
of two recent testimonials, to Group Secretary, St 
Tydfil’s Hospital, Merthyr Tydfil (3488) 


NORTH-WEST DURHAM HOSPITAL MANAGE- 
MENT COMMITTEE 


Bridge General Hospital, 
Co. Durham (533 beds) 


Applications are invited for the following reai- 

dem post 

SENIOR HOUSE OFFICER (Caseaity) 

Satary £819 10s. per annum. Deduction of £150 
per for board, lodgiag. ete Post recos- 
nized for FRCS Applications, stating agc 
qualifications, experence, and enclosing copies of 
two recent t¢stimonials, to the Group Secretary 
(3984) 


Shotley Bridge. 


OLDHAM ROVAL INFIRMARY 
Recognized for F.R C.S. 


Aoplications are invited for the appointment of 
SENIOR SURGICAL HOUSE OFFICER 
with duties predominantly ip the Casualty Depart- 
ment, vacant immediately Applications, together 
with copies of two recent testimonials, should be 
forwarded to the Group Secretary. Oldham and 
District Moxpital Management Comminec, Centra! 
Offices, Rochdale Road, Oldham (4971) 


READING AND DISTRICT POSPITAL 
MANAGEMENT COMMITTEE 
Apolications are tmvtted for the post of 
RESIDENT SENIOR HOUSE OFFICER 
(Area Accidest aad Orthopacdic Department) 


Vacant immediately Recognized for FRCS 
Duties including work in arca Casualty Department 
at Bartle HMovpital. Reading (300 beds) Person 
appointed will work with Registrar and House 
Officers Apply. stating nationality. present post 
and qualifications (with dates). togcther with names 
of two referees, to Growp Secretary, 3, Craven 
Road, Reading (7758) 
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ROYAL FREE HOSPITAL 


SENIOR CASUALTY OFFICER 

Applicadons are invited frum registered medical 
practitioners for the post of Senior Casualty Officcr 
at the Royal Free Hospital. The appointment is 
full-time. resident, for six months. Duties to com- 
mence October 1, 1957. Salary and conditions of 
service im accordance with the scale tIaid down by 
the Min'stry of Health for Senior House Officers 
Application forms may be obtained from the Hos- 
pital Secretary, Royal Free Hospital, Gray's Ion 
Road. WC.1, to whom they should be returned 
mot later than September 1, 1957. (4267) 


ROYAL GWENT HOSPITAL, Moa 
(268 beds, 10 residents) (Recognized F.R.C.S.) 


SENIOR HOUSE OFFICER 
required for Casualty Department about August 1, 
which is under the full-time charge of a S H.M.O., 
and there are also two S.H.O.s. The department 
has recently been rebuilt and re-equipped and all 
medical and surgical admissions pass through it. 
Tenable six or twelve months at candikiate’s option. 
Excelicnt experience. Write, quoting two refeerees, 
to T. A. Jones, Group Secretary, 64, Cardiff Road, 
Newport, Mon (3140) 


ST. NICHOLAS HOSPITAL, Plumstead, §.£.18 

SENIOR HOUSE OFFICER 
Orthopaedic and Fracture Departments) 
Vacant August LL. Recognized for F.&.CS 
Six months’ resident appoimtment and may then 
be renewed. Salary £819 10s. per annum, less 
£150 per annum for residence. Apply to Group 
Secretary, Memorial Hospital, Woolwich, S.E.18 
(3999) 


SOUTH CHESHIRE HOSPITAL MANAGEMENT 
COMMITTEE 


Crewe and District Memorial Hospitat 
(108 beds acute and continuation 32 beds) 


$.4.0. (Casualty) 
well-cquipped depanment. Whitley 
Council salary scale and conditions of service. 
Applications, stating agc. qualifications, etc.. with 
of two referees, be a8 soon as 
possible to the Group Secretary, Barony Hospital, 
Nantwich, Cheshire (397?) 


SOUTH MANCHESTER H.M.C. 


Wythenshawe Hospital, Manchester, 20 


Applications are invited from registered medical 
practitioners for the post of 
CASUALTY OFFICER 


(Sesior House Officer grade) at the above-named 
hospital This post is recognized by the Royal 
Coliege of Surgeons Applications, stating age, 
qualifications, present post, experience, and names 
of two referees. to be forwarded to the Group 
Secretary, Withington Hospital. within seven days 


of the appearance of this advertisement. (4263) 
TAUNTON HOSPITAL MANAGEMENT 
COMMITTEE 
Taunton aad Somerset Hospital 

Applications are invited for the post of 
SENIOR HOUSE OFFICER 
Casualty and Orthopaedic) 
vacamt now Applications, stating age, nationality, 


and qualifications, together with the names of two 
referees, should be forwarded to the Group Secre- 
tary, Taunton Somersct Hospital, Musgrove 
Park Branch, Taunton, Somerset (3862) 


ASHFORD HOSPITAL, Ashford, Kent 


HOUSE SURGEON 
(Casualty and 

This acute general hospital 
and practical expericace in medicine and surgery 
in addition tw routine duties. Post. which will be 
vacant end of August. is recognized for pre-regis- 
tration service and by the Royal College of Sur- 
geoms for the FRCS. examination Salary 
£467 £522 ie. of £577 10s a year, according 
to experience, less £125 @ year for residential 
emoluments Applications, stating qualifications, 
experience, and the names and addresses of two 


offers wide gencral 


referees, to the Group Sccretary, South-East Kent 
Hospital Management Committee. Ash-Eton.” 
Radnor Park West. Folkestone (4362) 


QUEEN MARY'S HOSPITAL FOR THE EAST 
END, Stratford, £.15 


CASUALTY OFFICER 

Howse Officer post) 
required mon'’hs as soon as possible. 
cat ons 
pital Secretary by Aurust 17, 1957. 


Apoli- 


with the oames of three referees, to 
(4229) 


READING, BATTLE HOSPITAL (391 beds) 
Applications are invited trom registered medical 
practitioners for the post of 
RESIDENT JUNIOR HOUSE SURGEON 
im the Accident and Orthopacdic Departmemt Post 
vacant August |. 1957. F.RC.S recognized Also 
Casualty duties. Apply steting age. qualifications 
(with dates), gationality, present post. with one 
copy of recemt testimonial, to Hospital Secretary 
(9932) 


CHEST AND TUBERCULOSIS 
(see also THORACIC SURGERY) 


LEEDS REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR to Chest Diseases 
at the Leeds Chest Clinic. Dutics will also include 
the supervision of cases of pulmonary tuberculosis 
at Kilfingbeck Hospital and of non-tuberculous 
chest diseases at the Leeds Public Dispemary and 
St. James's Hospital. The post is non-resident. 
The successful candidate will be capected to under- 
take certain duties ip the Leeds General Infirmary, 
where there wil! be opportunities for close associa- 
tion with the Department of Thoracic Surgery. 
Appreciable experience in gencral medicine is 
essential and in chest diseases desirable) A bigher 
qualification will be ao advantage. Applications, 
stating age, qualifications and details of appoint- 
ments held Ghowing dates), and the names and 
addresses of three referees. to the Secretary, joint 
Registrars Committee. Park Parade. Harrogate. by 
August 15. 1957 (3863) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications invited for the post of 
REGISTRAR 
at the Watford Chest Clinic, Peace Memoria! Hos- 
pital, Watford, and associated beds (tuberculosis 
47, chest medicine 16) at Shrodells and Holywell 
Hospitals. This i a new chest clinic. Experience 
in general medicine and tuberculosis work, includ- 
ing refill techniques, is ecasential. This chest unit 
is closely associated with Hareficld Hoxpital, the 
Physician-in-Charge being on the Consultant stoff 
of this hospital Applicants invited to visit the 
clinic and should contact the Physician-in-Charge. 
Application form obtainable from. and returnable 
to, the Secretary, West Herts Growp Hospital 
Management Committee, 9 Rickmansworth Road, 
Watford, Herts, by sot later than 10 days after 
the appearance of this advertisement. (4348) 


STOKE-ON-TRENT GROUP 
MEDICAL REGISTRAR (Chest Diseases) 
Duties mainly at Cheshire Joint Sanatorium (305 
beds), with periods of wansfer to Tuberculosis 
Unit (pregnancy and diabetic) at City General 
Hosp!tal and Stoke-on-Trent Chest Clinic The 
post offera wide expperience in the investigation 
and medical and surgical weatment of wherculosis 
and other chest discases. Possible married accom- 
modation availabie later. Application forms from 
H.M.C. Secretary, Princes Road. Stoke-on-Trent, 
to be returned by Auguse 12, 1957. Cand)dates 
may visit hospitals. (4184) 


NORTH AND MID-CHESHIRE HOSPITAL 
MANAGEMENT COMMITTEE 


Heffer-'ton Grange Weaverham, 
Cheshire (162 beds, 


RESIDENT SENIOR HOUSE OFFICER 


required. Applications to Group Secretary, The 
Hospital. Sinderland Road. Altrincham, with 
names of two referees, as soon as possible. (4122) 


BROMPTON HOSPITAL, S.W.3 


Applications invited for the following post 

NON-RESIDENT HOUSE PHYSICIAN 
for which there are three .acancies, for six months 
from October 1. 1957. Duties include work in out- 
Patient department and wards. Salary at the rate 
of £577 10s. per annum. Applications statine ace, 
Qualifications (with dates). nationality, and appoint- 
ments held, together with copies of testimonials, 
by August 10. 1957, to Kenneth A. F. Miles, 
House Governor (3955) 


CAMBORNE, TEHIDY CHEST HOSPITAL 
(175 beds) 


West Corawall Hospital Management Commitice 
There is a vacancy for a 
RESIDENT MEDICAL OFFICER 
(House Officer grade) 
for which applications are invited from registered 
medica! practitioners Practthoners convalescent 
from twberculosis will be favourably considered. 
Duties mainly medical. but will include relief duties 
on Thoracic Surgical Unit and attendance at weekly 
staff consultations App ications. together with 
copies of two recent te-timonials, should be 
addressed to the Hospital Secretarv. (4154) 
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Chest and Tuberculosis—contd. 
LONDON CHEST HOSPITAL 
Hospitals for Diseases of the Chest 


Two vacancies occur October 1, 1957, for: 
RESIDENT HOUSE PHYSICIAN 
Appointment for six months, four in London, 
two at the Country Branch, near Letchworth, and 
post graded as Howse Officer. Duties include work 
in the Out-Paticat Department and Special Clinics, 
as well as in wards. Applications, stating date of 
birth, qualifications (with dates) and previous ap- 
pointments held, with copies of three testimonials, 
should reach the undersigned not later than August 
17.—Thomas Brown. House Governor, London 
Chest Hospital, E.2 (3990) 


PLAISTOW HOSPITAL (189 beds) 
Samson Street, Loades, 


E.13 


Applications are invited for the appoinwment of 
RESIDENT HOUSE OFFICER 
pre-registration 


(Post-registration or second post) 
for six months commencing October 1, in the 
chest unit and infectious discases unit Some 


experience im discases of the chest desirable. The 
position offers good opportunities for experience 


in gencral medicine. Applications, with copies 
recent testimonials, to Hospital Secretary by 
August 14, (4320) 
DENTAL 


LIVERPOOL REGIONAL HOSPITAL BOARD 
Alder Hey Chi'dren"s Hospital 


Applications are invited for the post of 

WHOLE-TIME DENTAL REGISTRAR 
with dutics at the above hospital. The post will 
provide opportunities for taining in all branches 
of children’s dentistry, including orthodontics and 
oral surgery, with the study of associated condi- 
tions. The Department of Child Health of the 
University of Liverpool and the Regional Plastic 
Surgery Unit for Children are sited at this hosp’tal. 
Forms of application from Dr. T. Lioyd Hughes, 
Senior Administrative Medical Officer, Liverpool 
Regional Hospital Board. 19, James Street, Liver- 
pool, 2. to be returned mot later than August 17, 
1957.—Vincemt Collinge,. Secretary to the a 

(4 


SOUTH-WEST METROPOLITAN REGION 
Park Prewett Group Hospital Management 
Committee No. 47 
Plastic and Oral Surgery Unit. Rooksdewa House, 
Basingsivke 


Applications gre invited from registered dental 
Practitioners for the who'e-time appointment of 
DENTAL REGISTRAR 
at the above unit. The successful applicant will 
be expected to reside io the hospital or within cacy 
acces and commence duty on October 1, 1957. 
The appointment is recognized by the Royal Col- 
lege of Surecons as fulfilling the requirements of 
candidates for the Fellowship of Dental Surgery 
Copies of the standard form of application (five) 
may be obtained from the Group Secretary, Park 
Prewett Hospital, Basingstoke, to whom they should 
be returned within 14 days of the appearance of 
this adverti:ement. (4264) 


DERMATOLOGY 


THE UNITED BIRMINGHAM HOSPITALS and 
THE HOSPITAL 
A 


epee are invited for the whole-time 
post 
DERMATOLOGICAL 
REGISTRAR (Senior Registrar grade) 
Duties will include sessions at the Queen Elizabeth 
Hosp'tal and other anits of the teaching hospital 
and hospitals of the Birmingham Regional Hospital 
Board. Candidates must be cegistered medical 
practitioners, have had previous experience in the 
specialty, and should possess the M.R.C P. Forms 
of application may be obtained from the Secretary, 
United Brmingham Hospitals, Queen Elizabeth 
Hosprtal, Birmingham, 15, and should be returned 
not later than August 24, 1997. (4239) 


THE SKIN HOSPITAL ‘in-patients’ Deparment), 
George Road, Birmingham, 15 


SENIOR HOUSE OFFICFR OR HOUSE 
OFFICER (Resident) 
required Modern well-equipped in-patients’ derart- 
ment. providing facilities for study of skin discaxes 
Required assist Consultant at out-patients’ 
clinia. Applications, with copies of two recent 
testimonials, ‘to Dudiey Road 
Hospital, Birmingham. (4001) 


EAR, NOSE, AND THROAT, ETC. 
BIRMINGHAM (Dudley Road) GROUP 


REGISTRAR Surgery) 
non-resident, for Dudiey Road Hospital (approx- 
mately 40 E.N.T. beds). Post recognized for 
D.L.O. Experience specialty and higher quaiifi- 
cation an advantage. Application forms from 
Group Secretary, Dudiey Road Hospital. Birming 
ham, 18 to be returned by August 12, 1957 
Candidates may visit hospital. (4185) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointments, which wilt be for one yeat in the 


first instance : 
TWO REGISTRARS 
im Ear, Nose and Threat Surgery 
based at the Royal Infirmary, Glasgow, one for 
duties at Law Hospital, Carluke 
REGISTRAR ie Ear, Nose and Throat Surgery 
for duties on a rotational basis at the Ear, Nose 
and Throat Hospital, and the Western Infirmary. 
Glasgow. 
REGISTRAR in Ear, Nose and Throet Surgery 
based at Stobhill General Hospital, Glasgow 
Applications (12 copies), stating date of birth, 
qualifications, experience, preseat appointment, and 
the names of three referees, to reach the Secretary, 
Western Regional Hospital Board, 64, West Regent 
Street, Glasgow, C.2, by August 17, 1957. (4301) 


CAERNARVON AND ANGLESEY HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the non-resident 
post of 


te the E.N.T. and other 


Cilaic, 
at the C. and A. General and Minffordd Hospitals, 
Bangor. The successful applicant will be expected 
te reside within casy reach of both hospitals. Salary 
and conditions of service im accordance with 
Whitley Council agreements. Applications, stating 
age, qualifications, nationality, experience, together 
with the ames and addresses of two seferecs, to 
be forwatded to the Group Secretary, Plas Gwyn, 
Ffriddoedd Road, Bangor, within ten days of the 
appearance of this advertisement. (4293) 


CUMBERLAND INFIRMARY (331 beds) 


Applications are invited for the following 
SENIOR HOUSE OFFICER 
appointment, which is now vacant, “ Specials ” 
(E_N.T. and Eyes). Apply to the Group Secretary, 
Cumberland Infirmary, Carlisic (4186) 


DERBYSHIRE ROYAL INFIRMARY, Derby 
(416 beds) 


SENIOR HOUSE OFFICER (E.N.T.) 
Vacam September 10, Recognized for six 
months’ training for F.R.C.S. (Otolaryngology). 
Apply, stating full details, with copies of two recent 
testimonials, to Secretary. (4187) 


MAIDSTONE, KENT COUNTY OPHTHALMIC 
AND AURAL HOSPITAL (113 beds) 


Mid-Keat Hospita’ Management Committee 


Applications are invited for the appointment of 
SENIOR HOUSE SURGEON 
in the Ear, Nose and Throat Department of the 
above hospital. Post vacant August i, 1957. 
There are 55 E.N.T. beds and six specialist opera- 
ting scasions cach week. Valuable experience is 
available, and the post is recognized for the pur- 
pose of the F. R.C.S. and the DLO. Salary will 
be £819 10s. a year, less £150 @ year for residential 
emoluments Applications to the Administrative 
Officer, Kent County Ophthalmic and Aural Hos- 
pital, Maidstone, Kent. (8481) 


THE LEICESTER ROYAL INFIRMARY 


Applications are invited for the resident past of 
SENIOR HOUSE OFFICER 

© the Ear. Nose and Throat Department, for a 
period of 12 months commencing October |. The 
post is recognized for the D.L.O. and FRCS. 
Applications. stating age, qualifications and experi- 
ence, together with copies of recent testimonials. 
to the Group Secretary, No. 1 Hospital Manage- 
mem Committee, the Leicester Royal Infirmary. by 
August 8. (3802) 


THE UNITED LIVERPOOL HOSPITALS 
Liverpool Ear, Nose and Threat Infirmary 


Applications are invited for a post of 
RESIDENT SENIOR HOUSE 
IN OTORHINOLARYNGOLOGY 
now vacant for the period to September 30. 1958. 
Apply. by August 17. 1957. on form ob‘ainable 
from the Secretary, the United — Hospitals, 
80, Rodncy Street, Liverpool, 1. (4290. 


EAR, NOSE AND THROAT HOSPITAL 


RESIDENT HOUSE OFFICER 
tequired to commence August 1. Appointment is 


period in surgery. Salary scale 

£577 10a. Applications to Medica! Superintendent, 
Ear, Nose and Throat Hoog!tal. 306, St. Vincent 
Street, Glasgow, C.2. (4236) 


THE UNITED BIRMINGHAM HOSPITALS 
The following resident appointment « now 
vailable : 


™ Qouse SURGEON 
SURGEON 
to the Ear, Nose and Threat Department 
Recognized for pre-registration, but registered 
medical practitioners may apply. Forms of appli- 
cation may be obtaincd from the undersigned.— 
G. A. Phalp, Secretary and Principal 
tive Officer, 


the United Birmingham So 


Queen Elizabeth Hospital, Birmingham, <asee) 
TINDAL GENERAL HOSPITAL 
Aylesbary, Bucks (268 beds) 

HOUSE SURGEON (E.N.T.) 

(Male or female). Vacant September 1, 1957. 


The department has a high turnover and four out- 
patient clinics weekly Recognized for DLO. 
and F.R.C.S. No casualty department. Pre-regie- 
tration post, but registered practitioners invited to 
by Apply. with copy of two testimonials. to 

the Administrative Officer. (9470) 


GERIATRICS 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
Applications are invited for aa appointment as 
WHOLE-TIME SENIOR REGISTRAR IN 
GERIATRICS 

to fill a vacancy in the approved trainee catablish- 
ment at the Brighton and Lewes group of 
for duties mainly at the Brighton General Hospital. 
Candidates should have had wide experience in 
general medicine and povscasion of a higher quall- 
fication would be an advantage. The appointment 
will be im accordance with the Terms and Con- 
ditions of Service of Hospital Medical and Dental 
Staff (England and Wales), and will be for one 
year in the first instance Applications, giving 
particulars of age, qualifications and experience 
(with relevant dates), together with the mames and 
addresses of three referees to be sent to — 

etro- 


retary. Registrars Commitice, South-East 
politan Regional Hospital Board. 11. Portland 
Place, W.1, not jater than August 17, 1957. (4188) 


HUDDERSFIELD HOSPITAL MANAGEMENT 
COMMITTEE 


Mit Hill Hospital (132 beds) 

Applications are invited for the post of 

RESIDENT MEDICAL OFFICER 
J.H.M.O. grade, £852 108. by £55 to £1,182 10s. 
per annum, at above hospital. The present alloca- 
tion of beds is 28 for infectious diseases and 104 
for geriatric patients. Applications, together with 
copies of three recent testimonials, to be addreased 
to the undersigned as soon as possible.—H. J. 
Johnson, Group Secretary, Huddersfield Hospital 
Management Committee, the Royal Infirmary, 
Huddersfield, (4282) 


ST. JOHN'S HOSPITAL, St. Joha’s Hill, 11 


SENIOR HOUSE OFFICER 
Vacamt mid-September. Duties mainly io 
Geriatric Department. with some orthopaedic work 
Post offers excellent experience in these two fie'ds. 
Particularly suitable for one working for higher 
quaiifications. Apply Medica! Superintendent with 
copies of two recem testimonials. G33) 


INFECTIOUS DISEASES 
CHERRY TREE HOSPITAL (Isolation, 9% beds) 
Stockport 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
Applications. stating age, experience and qualifica- 
tions. together with copies of two testimon'sls to 
be addressed to the Secretary, Stockport and Buxton 
H.M.C., 59B, Shaw Heath, Stockport. (4387) 


IMPORTANT: AU intending applicants 
should read the revised NOTICE at the 
top of page 14 


at 
| 
— 
| 
| 


Casualty—contd. 
KINGSTON GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Kingstoe Hospital, Wovertoa Avenne. 
Kingston ca Thames 
Applications are invited from suitably qualified 
medical officers for the post of 
SENIOR HOUSE OFFICER 
(Casualty and Orthopacdic) 
Vacant on October 1. 1957. Recognized in Casualty 
for F.R.CS. purposes. Applications, stating age. 
qualifications and experience, with two recent 
testimonials. should reach the Physician Superin- 
tendent of the hospital within seven days of this 
advertisement (4153) 


LEEDS (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Applications are invited from registered medical 
Practitioners for the appointment of 

CASUALTY OFFICER (Senior Howse Officer) 
resident or non-resident, at the Public Dispensary 
and Hospital. Leeds. 2. Modern Casualty Depart 
ment dealing with ‘50.000 initial attendamces ner 
annum. Staff includes one Senior Casualty Officcr 
and four Senior House Officers. The appointment 
ls recognized by the Royal College of Surgeons for 
Fellowship Applications to the undersigned as 
soon as posible —J. Folkard, Secretary two the 
Committee, Administrative Offices, St. James's Hos- 
pital, Leeds, 9 (3860) 


LEYTONSTONE (Ne 10) HOSPITAL GROUP 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Casentty Officer) 
at Whipps Cross Hospital, London, E.1!1 This 
pom. which is rcecornized by the Roya! Coliere of 
Surgeons for six months” casualty taining under 
the Fellowship regulations, becomes vacant August 
19. 1957 Application forms, from the Hospital 

Secretary, to be returned by August 12, 1957 


MEMORIAL MOSPITAL. Shooters Hitt. 
Woetwich, $.£.18 


SENTOR HOUSE OFFICER (Casualty Deparenent) 

Vacant August 4. Recognized for FR.CS. Six 
month: resideat appointment and may then be 
renewed. Salary £819 10s. ger annum, icss £150 
per annum for residence. Apply to Group Secre- 
tary. Memorial Hosoital. Woolwich. S E.18. (7998) 


HOSPITAL 


MERTHYR AND ABERDARE 
MANAGEMENT CO 


St. Tydfil’s Hospital, Merthye Tydfil (375 beds) 


Applications are invited for the following post 
RESIDENT SENTOR HOUSE OFFICER 
(Casualty) 

Apply immediately, with full particulars and copies 
of two recent testimonials, to Group Secretary, St 
Tydfil’s Hospital, Merthyr Tydfil (3488) 
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ROYAL FREE HOSPITAL 


SENIOR CASUALTY OFFICER 

Applicadoas are invited frum registered medical 
practitioners for the post of Senior Casuaity Officer 
at the Royal Free Hespital. The appointment is 
fwll-time, resident, for six months. Duties to com- 
mence October |, 1957. Salary and conditions of 
service im accordance with the scale isid down by 
the Min'stry of Health for Senior House Officers 
Application forms may be obtained from the Hos- 
pital Secretary, Royal Free Hospital, Gray's lan 
Road. W.C.1, to whom they should be returacd 
mot later than September 1, 1957. (4267) 


ROVAL GWENT HOSPITAL, Newport, Moa 
(260 beds, 10 residents) (Recognized F.R.C.S.) 


SENIOR HOUSE OFFICER 
required for Casualty Department about August 1, 
which is under the full-time charge of a S H.M.O.. 
and there are also two S.H.O.5. The department 
has recently been rebuilt and re-equipped and all 
medical and surgical admissions pass through it. 
Tenable six of twelve months at candidate's option. 
Excellemt experience. Write, quoting two refeerees, 
to T. A. Jones, Group Secretary, 64, Cardiff Road, 
Newport, Mon (3140) 


ST. NICHOLAS HOSPITAL, Plumstead, 5.6.18 


Departments) 
August Recognized for F&.CS 
Six months’ resident appoistment and may then 
be renewed. Salary £819 10s. per annum, less 
£150 per annum for residence. Apply to Group 


Secretary, Memorial Hospital, Woolwich, S.E.18 

(3999) 

SOUTH CHESHIRE HOSPITAL MANAGEMENT 
COMMITTEE 


Crewe and District Memorial Hospitat 
(108 beds acute and continuation 32 beds) 


8.4.0. (Casualty) 

Modern well-cquipped department, Whitley 
Council salary scale and conditions of service. 
Applications, stating age, qualifications, etc.. with 
mames of two referees, t© be sent as soon as 
possible to the Group Secretary, Barony Hospital, 
Nantwich, Cheshire (3972) 


SOUTH MANCHESTER H.M.C. 


Wythenshawe Hospital, Manchester, 20 


Applications are invited from registered medical 
practitioners for the post of 
CASUALTY OFFICER 
(Seaioe House Officer grade) at the above-named 


hospital This post is recognized by the Royal 
College of Surgeons Applications, stating 
qualifications, present post, experience, and names 


of two referees, to be forwarded w the Group 
Secretary, Withington Hospital, within seven days 
of the appearance of this advertisement. (4263) 


NORTH-WEST DURHAM HOSPITAL MANAGE- 
MENT COMMITTEE 


Bridge General Hospital, Shotley Bridge, 
Co. Durham (533 beds) 
Applications are invited for the following resi- 


dent post 
SENIOR HOUSE OFFICER (Casualty) 


Shotle) 


Salary £819 10s. per anoum. Deduction of £150 
per for board, lodging. etc. Post recos- 
nized for FRCS Applications, stating 


qualifications, experience, and enclosing copies of 
two recent testimonials, to the Group Secretary 
(3984) 


OLDHAM ROVAL INFIRMARY 
Recognized for F.R 


Applications are imvited for the appointment of 
SENIOR SURGICAL HOUSE OFFICER 


with duties predominantly in the Casualty Depart 
together 


ment, vacant immediately. Applications, 
with copies of two recent testimonials, should be 
forwarded to the Group Secretary, Oldham and 


Managemeat Committee, Central 
(4971) 


District Moxp'tal 
Offices, Rochdale Road, Oldham 


READING AND DISTRICT 
MANAGEMENT COMMITTEE 


Apotications are invited for the post of 
RESIDENT SENIOR HOUSE OFFICER 
(Area Accident aad Orthopacdic Department) 

Vacant immediately Recognized for FRCS 
Duties including work in arca Casualty Department 
at Rattle Hoepital. Reading (300 beds) Person 
appoieted will work with Registrar and House 
Officers Apply. statme nationality. presemt post 
and qualifications (with dates). together with names 
of two referees, to Group Secretary, 3, Craven 
Road, Reading (7758) 


TAUNTON HOSPITAL 
COMMITT 


Taunton and Somerset Hospital 


Applications are invited for the post of 

SENIOR MOUSE OFFICER 

Casualty and Orthopaedic) 
vacant now Applications, stating age, nationality, 
and qualifications, together with the names of two 
referees, showld be forwarded to the Group Secre- 
tary, Taunton an@ Somerset Hospital, Mu«grove 
Park Branch, Taunton, Somerset (3862) 


ASHFORD HOSPITAL, Ashford, Kent 


HOUSE SURGEON 
(Casualty aed 


MANAGEMENT 
EE 


This acute general hospital offers wide gencral 
and practical experience in medicine and surgery 
in addition to routine duties. Post, which will be 
vacamt end of August. is recognized for pre-regis- 
tration service and by the Royal College of Sur- 
geoms for the FRCS. examination Salary 
£467 10s.. £522 Ge. of £577 10s a year, according 
to experience, less £125 a year for residential 
emoluments Applications, stating qualifications, 
experience, and the names and addresses of two 


referees, to the Group Secretary, South-East Kent 
Hospital Management Committee. “ Ash-Eton.” 
Radnor Park West. Folkestone (4362) 


QUEEN MARY'S HOSPITAL FOR THE EAST 
END, Stratford, E.15 


a CASUALTY OFFICER 
louse Officer third post) 
required mon'hs @s soon as possible. Apopli- 
cat ons, with the sames of three referecs, to Hos- 
pital Secretary by Aueust 17, 1957. (4229) 


READING, BATTLE AL (391 beds) 


Applications are levied Tegistered medical 
practitioners for the post of 

RESIDENT JUNIOR HOUSE SL RGEON 
in the Accident and Orthopacdic Department Post 
vacant August |. 1957. recognized Also 
Casualty duties Apply. stating age. qualifications 
(with dates), gationality, present post, with one 
copy of recemt testimonial, to Hospital Secretary 

(9932) 


CHEST AND TUBERCULOSIS 
(see also THORACIC SURGERY) 


LEEDS REGIONAL HOSPITAL BOARD 


SENTOR REGISTRAR im Chest Diseases 
at the Leeds Chest Ciimic. Duties will also include 
the supervision of cases of pulmonary tuberculosis 
at Kiltingbeck Hospital and of non-tuberculous 
chest diseases at the Leeds Public Dispemary and 
St. James's Hospital. The post is non-resident. 
The successful candidate will be capected to under- 
take certain duties ip the Leeds General infirmary, 
where there wil! be opportunities for close associa- 
tion with the Department of Thoracic Surgery. 
Appreciable experience in gencral medicine is 
essential and in chest diseases desirable. A higher 
qualification will be an advantage. Applications, 
stating age, qualifications and details of appoint- 
ments held Ghowing dates), and the names and 
addresses of theee referees. to the Secretary, Joint 
Registrars Committee. Park Parade. Harrogate, by 
August 15. 1957 (3863) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications invited for the post of 
REGISTRAR 
at the Watford Chest Clinic, Peace Memorial Hos- 
pital, Watford, and associated beds (tuberculosis 
47, chest medicine 16) at Shrodelis and Holywell 
Hospitals. This is a new chest clinic. Experience 
in general medicine and tuberculosis work, includ- 
ing refill techniques, is casential. This chest unit 
is closely associated with Hareficld Hoxpital, the 
Physician-in-Charge being on the Consultant sto? 
of this hospital Applicants invited to visit the 
clinie and should contact the Physician-in-Charge. 
Application form obtainable from. and returnable 
to, the Secretary, West Herts Group Hospital 
Management Committee, 9 Rickmansworth Road, 
Watford, Herts, by sot later than 10 days after 
the appearance of this advertisement. (4348) 


STOKE-ON-TRENT GROUP 


MEDICAL REGISTRAR (Chest Diseases) 

Duties mainly at Cheshire Joint Sanatorium (305 
beds), with periods of wansfer to Tuberculosis 
Unit (pregnancy and diabetic) at City General 
Hosp'tal and Stoke-on-Trent Chest Clinic The 
post offers wide expperience in the investigation 
and medical and surgical weatment of wherculosis 
and other chest diseases. Possible married accom- 
mocation available later. Application forms from 
H.M.C. Secretary, Princes Road. Stoke-on-Trent, 
to be returned by August $2, 1957. Candidates 
may visit hospitais. (4184) 


NORTH AND MID-CHESHIRE HOSPITAL 
MANAGEMENT COMMITTEE 


Hefferton Grange Sanatertum, Weaverham, 
Cheshire (162 beds, palm tub ) 


RESIDENT SENIOR HOUSE OFFICER 


required. Applications to Group Secretary, The 
FAospital, Sinderland Road. Altrincham, with 
names of two referees, as soon as peasible. (4122) 


BROMPTON HOSPITAL, S.W.3 


Applications invited for the following post 
NON-RESIDENT HOUSE PHYSICIAN 
for which there are three .acancies, for six months 
from October 1. 1957. Duties mclude work in out- 
Patient department and wards. Salary at the rate 
of £577 10s. per annum. Applications statine ace, 
qualifications (with dates). nationality, and appoint- 


ments held, together with copies of testimonials, 
by August 10. 1957, tw Kenncth A. F. Miles, 
House Governor (3955) 


CAMBORNE, TEHIDY CHEST HOSPITAL 
(175 beds) 


West Corawall Hospital Management Committee 
There is a vacancy for a 
RESIDFNT MEDICAL OFFICER 
(House Officer grade) 
for which applications are invited from registered 
medical practitioners Practthoners convalescent 
from tuberculosis will be favourably considered. 
Duties mainly medical. but will include relief dutics 
on Thoracic Surgical Unit and attendance at weekly 


staff consultations App ications, together with 
copies of two recent te-timonials, should be 
addressed to the Hospital Secretarv, (4154) 
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Chest and Tuberculosis—contd. 
LONDON CHEST HOSPITAL 
Hospitals for Diseases of the Chest 


Two vacancies occur October 1, 1957, for: 
RESIDENT HOUSE PHYSICIAN 
Appointment for six months, four in London, 
two at the Country Branch, ocar Letchworth, and 
post graded as Howse Officer. Duties include work 
in the Out-Paticnt Department and Special Clinics, 
as well as in wards. Applications, stating date of 
birth, qualifications (with dates) and previous ap- 
pointments held. with copies of three testimonials, 
should reach the undersigned not later than August 
17.—Thomas Brown. House Governor, London 
Chest Hospital. E.2 (3990) 


PLAISTOW HOSPITAL (189 beds) 
Samson Street, Loados, E.13 


Applications are invited for the appoinument of 
RESIDENT HOUSE OFFICER 
(Post-registration or second post) 
for six months commencing October 1, in the 
chest unit and infectious discases unit. 
experience im diseases of the chest desirable. The 
position off@s good opportunities for experience 


in gencral medicine. Applications, with copies 
recent testimonials, to Hospital Secretary by 
August 14, (4320) 
DENTAL 


LIVERPOOL REGIONAL HOSPITAL BOARD 
Alder Hey Chi'dren’s Hospital 


Applications are invited for the post of 

WHOLE-TIME DENTAL REGISTRAR 
with dutics at the above hospital. The post will 
provide opportunities for taining in all branches 
of children’s dentistry, including orthodontics and 
oral surgery, with the study of associated condi- 
tions. The Departmem of Child Health of the 
Unversity of Liverpool and the Regional Plastic 
Surgery Unit for Children are sited at this hosp tal. 
Forms of application from Dr. T. Lioyd Hughes, 
Senior Administrative Medical Officer, Liverpool 
Regional Hospital Board. 19, James Street, Liver- 
pool, 2. to be returned mot later than August 17, 
1957.—Vincemt Collinge,. Secretary to the 

(4 


SOUTH-WEST METROPOLITAN REGION 


Commit 
Piastic and Oral Surgery Unit. Rooksdewa House, 
Basingstoke 


Applications gre invited from registered dental 
Practitioners for the who!e-time appointment of 
DENTAL REGISTRAR 
at the above unit. The successful applicant will 
be expected to reside in the hospital or within cacy 
acces and commence duty on October 1, 1957. 
The appointment is recognized by the Royal Col- 
lege of Surecons as fulfilling the requirements of 
candidates for the Fellowship of Dental Surgery 
Copies of the standard form of application (five) 
may be obtained from the Group Secretary, Park 
Prewett Hospital. Basingstoke, to whom they should 
be returned within 14 days of the appearance of 
this adverticement. (4264) 


DERMATOLOGY 


THE UNITED BIRMINGHAM HOSPITALS and 
ARD 


Applications are invited for the whole-time 
post of 
NON-RES' DENT 
REGISTRAR (Sesior Registrar 
Duties will include sessions at the Queen Seats: 
Hosp'tal and other units of the teaching bospital 
and hospitals of the Birmingham Regional Hospital 
Board. Candidates must be tegzistered medical 
Practitioners, have had previous experience in the 
specialty, and should possess the M.R.C P. Forms 
of application may be obtained from the Secretary, 
United Brmingham Hospitals, Queen Elizabeth 
Hosprail, Birmingham, 15, and should be returned 
not later than August 24, 1957. (4239) 


THE SKIN HOSPITAL (tp-patients’ Deparment), 
George Roud, Birmingham, 15 


SENIOR HOUSE OFFICFR OR HOUSE 
OFFICER (Resident) 
required Modern well-equipped ia-patiens’ derart- 
ment. providing facilities for study of skin diseases 
Required assist Consultant at out-patient" 


clinia. Applications, with copies of two recent 
testimonials, to Group Secretary, Dudicy Road 
Hospital, Birmingham, 18 (4001) 


EAR, NOSE, AND THROAT, ETC. 
BIRMINGHAM (Dediey Road) GROUP 
REGISTRAR (E.N.T. Surgery) 
noe-resident, for Dudicy Road Hospital (approx 
mately 40 E.N.T. beds). Post recognized for 
D.L.O. Experience specialty and higher quailifi- 
cation an advantage. Apolicatios forms from 
Group Secretary, Dudley Road Hospital, Birming 
ham, 18, to be returned by August 12, 1957 
Candidates may visit hospital. (4185) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appoimments. which wilt be for one year in the 


based at the Royal Infirmary, Glasgow, one for 
duties at Law Hospital, Cariuke 
REGISTRAR ia Ear, Nose and Throat Sergery 
for duties on a rotational basis at the Ear, Nose 
and Throat Hospital, and the Western Infirmary. 
Glasgow. 
REGISTRAR in Ear, Nose and Throst Surgery 
based at Stobhill General Hospital, Glasgow. 
Applications (12 copies), stating date of birth, 
qualifications, experience, presemt appointment, and 
the names of three referees, to reach the Secretary. 
Western Regional Hospital Board, 64, West Regent 
Street, Glasgow, C.2, by August 17, 1957. (4301) 


CAERNARVON AND ANGLESEY 
MANAGEMENT COMMITTEE 
Applications are 


invited for the non-resident 
post of 


1.H.M.O, to the E.N.T. and other 
ments (Dermatology, 


etc.) 
at the C. and A. General and Minffordd Hospitals, 
Bangor. The successful applicant will be expected 
te reside within casy reach of both hospitals. Salary 
and conditions of service im accordance with 
Whitley Council agreements. Applications, tating 
age, qualifications, nationality, experience, together 
with the names and addresses of two seferecs, to 
be forwarded to the Group Secretary, Plas Gwyn, 
Ffriddoedd Road, Bangor, within ten days of the 
appearance of this advertisement. (4293) 


CUMBERLAND INFIRMARY (331 beds) 


Applications are invited for the following 
SENIOR HOUSE OFFICER 


appointment, which is now vacant, “ Specials ” 
(E.N.T. and Eyes). Apply to the Group Secretary, 
Cumberiand Infirmary, Carlisic (4186) 


DERBYSHIRE ROYAL INFIRMARY, Derby 
(416 beds) 


SENIOR HOUSE OFFICER (€.N.T.) 
Vacamt September 10. Recognized for six 
months’ training for F.R.C.S. (Otolaryngology). 
Apply, stating full details, with copies of two recent 
testimonials, to Secretary. (4187) 


MAIDSTONE, KENT COUNTY OPHTHALMIC 
AND AURAL HOSPITAL (113 beds) 


Mid-Keat Hospita’ Management Committee 


TOR HOUSE SURGEO 

in the and Throat of the 
above hospital Post vacant August 1, 1957. 
There are S$ E.N.T. beds and six specialist opera- 
ting seasions cach week, Vatuable experience is 
available, and the post is recognized for the pur- 
of the F.R.C.S. and the DLO. Salary will 

be £819 10s. a year, less £150 @ year for residential 
emoluments. Applications to the Administrative 
Officer, Kent County Ophthalmic and Aural Hos- 
pital, Maidstone, Kent. (8481) 


THE LEICESTER ROYAL INFIRMARY 
Applications are invited for the resident past of 
SENIOR HOUSE OFFICER 

to the Ear. Nose and Throat Department, for a 
period of 12 months commencing October 1. The 
post is recognized for the DLO. and F.R.CS. 
Applications, stating age, qualifications and experi- 
ence, together with copies of recent testimonials. 
to the Group Secretary, No. | Hospital Manage- 
ment Committee, the Leicester Royal Infirmary. by 
August 8. (3802) 


THE UNITED LIVERPOOL HOSPITALS 
Liverpool Ear, Nose and Threat Infirmary 


Applications are invited for a post of 
RESIDENT SENIOR HOUSE 
IN OTORHINOLARYNGOLOGY 
now vacant for the period to September 3. 1958. 
Aoply. by August 17. 1957. on form ob‘ainab‘e 
from the Secretary, the United Liverpool Hospitals. 
80. Rodocy Street, Liverpool, 1. (4290) 


EAR, NOSE AND THROAT HOSPITAL 


RESIDENT HOUSE OFFICER 
required to commence August |. Appointment is 
for six months and qualifies for pre-registration 


period in surgery. Salary scale £467 0s. to 
£577 108. Applications to Medical Superintendent, 
Ear, Nose and Throat Hospital St. Vincent 


Glasgow, C.2. 
THE UNITED BIRMINGHAM HOSPITALS 
The following resident appoiniment is sow 
available : 
The Queen Elizabeth 
HOUSE SURGEON 


to the Ear, Nose and Throat Department 
Recognized for preregistration, but registered 
medical practitioners may apply. Forms of appli- 
cation may be obtained from the undersigned.— 

A. Phalp, Secretary and Principal Administra- 


Street, 


tive Officer. the United Birmingham Hospitals, the 
Queen Elizabeth Hospital, Birmingham, 15. (4386) 
TINDAL GENERAL HOSPITAL 
Aylesbury, Bucks (260 beds) 
HOUSE SURGEON (E.N.T.) 
(Male or femaic). Vacant September 1, 1957. 


The department has a high turnover and four out- 
patient clinics weekly Recognized for DLO. 
and F.R.C.S. No casualty department. Pre-regie 
tration post, but registered practitioners invited Pe 
apply. Apply, with copy of two testimonials, 
the Administrative Officer. (9870) 


GERIATRICS 
SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited | fot ao appointment as 
WHOLE-TIME SENIOR REGISTRAR IN 
GERIATRICS 
to fil a vacancy in the approved trainee cstabiish- 
ment at the Brighton and Lewes group of hospitals, 
for duties mainiy at the Brighton General Hospital. 
Candidates should have had wide experience in 
general medicine and povseasion of a higher quall- 
fication would be an advantage. The appointment 
wil} be im accordance with the Terms and Con- 
ditions of Service of Hospital Medical and Dental 
Staff (England and Wales), and will be for one 
year in the first imstance. Applications, giving 
particulars of age. qualifications and experience 
(with relevant dates). together the names and 
addresses of three referees to be sent to the Seo 
South-East Metro- 


retary. Registrars Committee, 
politan Regional Hospitat Board, 11. Portland 
Place. W.1, mot jater than August 17, 1957. (4188) 


HUDDERSFIELD HOSPITAL MANAGEMENT 
COMMITTEE 


Mii HI Hespital (132 beds) 

Applications are invited for the post of 

RESIDENT MEDICAL OFFICER 
1.H.M.O. grade, £852 108. by £55 to £1,182 10s. 
per annum, at above hospital. The present alloca- 
tion of beds is 28 for infectious diseases and 104 
for geriatric patients. Applications. together with 
copies of three recent testimonials, to be addressed 
to the undersigned as soon as possibie.—H. J. 
Johnson, Group Secretary, Huddersfield Hospital 
Minagement Committee, the Royal Itafirmary, 
Huddersfield, (4282) 


ST. JOHN'S HOSPITAL, St. jJoha’s Hil, 11 
SENIOR HOUSE OFFICER 

Vacamt mid-September. Duties mainly im 

Geriatric Department, with some orthopaedic work 

Post offers excellent experience in these two fie'ds. 

Particularly suitable for one working for higher 


quaiifications. Apply Medical with 
copies of two recem testimonials. 33) 


INFECTIOUS DISEASES 
CHERRY TREE HOSPITAL (Isolation, 9 beds) 
Stockport 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
Applications. stating age. experience and qualifica- 
tions. toeether with copies of two testimon'sis to 
be addressed to the Secretary, Stockport and Bixton 
HM 59B. Shaw Heath, Stockport. (4387) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 14 
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Intectious Diseases—contd. 
SOUTHAMPTON CHEST HOSPITAL (252 beds) 


SENIOR HOUSE OFFICER 
required, to be responsible for Infectious Diseases 
f Unit. Duties are such as t suit a candidate read- 
ing for higher cxaminations. The Unit is sited at 
a hospital possessing up to date twherculosis and 
thoracic surgical units, whilst the Southampton 
Growp of Hospitals as a whole affords excellent 
opportunities for study and experience in all 
branches of medicine Applications, together with 
copies of recent testimonials, should be forwarded 
as soon as possible to the Group Secretary, South- 
ampton Group Hospital Management Committee, 


Buliar Street, Southampton (4407) 

MEDICINE 

SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for an appointment as 
PART-TIME CONSULTANT PHYSICIAN 
(six wotions!l half-days a week) 
to the Lewisham group of hospitals. If a candi 


Fl date wishing w do research is appointed, facilities 
: will be made available for the puroose The 
Medical Research Council have indicated their 

is willingness to consider an application from the 
successful candidate for the support of a specific 

research programme Candidates must have had 

wide experience in general medicine and be mem- 

‘ bers of a Roval College of Physicians. Possession 


of a higher degree in medicine is desirable. The 
appointment will be in accordance with the Terms 
and Conditions of Service of Hospital Medical and 
Denw! Staff (England and Wales) Candidates 
may visit the hospitals concerned Apply, stating 
Nationality, age, sex, qualifications and experience, 
including details of present appointment and 

war service, together with the names and addresses 
of three referees. to the Secretary, Advisory 
Appointments Commitice, South-East Metropolitan 
Regional Hospita) Board, 11. Portland Place, W.!. 
not later than August 17, 1957. (4189) 


BOARD OF MANAGEMENT FOR THE 
ABERDEEN GENERAL HOSPITALS 


Applications are invited for the post of 
REGISTRAR IN GENERAL MEDICINE 
at the Aberdeen Royal Infirmary, with duties in 
other hospitals. The post is a whole-time onc 
and the salary and conditions of service are in 
accordance with the terms imued by the Depart- 
ment of Health for Scotland. Applications, giving 
details of qualifications and experience, with the 
names of two referees, should be lodged with the 
Group Secretary and Treasurer, Aberdeen General 
Hospitals, P.O. Box No, 92, 62, Queens” Road 
Aberdeen, within 14 days of the appearance of 
this advertisement (4388) 


ELIZABETH GARRETT ANDERSON HOSPITAL 
Euston Road N.W.1 (Royal Free Hospital) 


APPOINTMENT OF MEDICAL REGISTRAR 
; Applications are invited from registered women 
medical practitioners for the appointment of full- 
} time Medical Registrar for General Medicine and 
Pacdiatrics Appointment for one year in the first 
instance, cOmmence as as possible. Salary 
: in accordance with Ministry of Health scale for 
~ Registrar grades Applications, with names of 
‘ three referees, should be sent the Secretary, Eliza- 
beth Garrett Anderson Hospital, by August 14 
(4268) 


MANCHESTER REGIONAL HOSPITAL BOARD 
Blackburn Royal Infirmary 
REGISTRAR (Medicine) 
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SHREWSBURY Group OF HOSPITALS 


MEDICAL L REGISTRAR 
Resident (145 beds). House available. Applica- 
tion form from Group Secretary, Royal Salop 
lofirmary, Shrewsbury, to be returned by August 
12, 1957. Candidates may visit hospitals (4190) 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
Applications 


are invited for a 
appointment as 
RESIDENT MEDICAL OFFICER 


whole-time 


BANBURY, OXON, HORTON GENERAL 
HOSPITAL (163 beds) 


SENTOR MOUSE OFFICER (Physician) 
to t 7. Post provides experi- 
ence in eeneral medical and children’s wards. 
Applications, stating age, nationality, qualifications, 
and names of two referees, wo the Secretary 


BECKENHAM HOSPITAL, Kent 


SENIOR HOUSE OFFICER (Medical) 


to fill a vacancy in the approved establish 

at the Greenwich and Deptford group of hospitals, 
available on October 14, 1957. The salary will be 
£1,061 10s. per annum, and the appointment will 
be in accordance with the Terms and Conditions 
of Service of Hospital Medical and Dental Staff 
(England and Wales). and will be for one year 
im the first instance. renewable for a further year 
Applications, giving particulars of age. qualifica- 
tions and experience (with relevant dates), together 
with the names and addresses of two referees, to 
be sent to the Secretary. Registrars Committec, 
South-East Metropolitan Regional Hospital Board 
il Portland Place, W.1, mot later than August 17, 
1957 (4191) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


South-Western Hospital, Landor Road, S.W.9 


Applications are invited from registered medical 

practitioners for the post of 
MEDICAL REGISTRAR 

(inctuding Infections Diseases and Tubercle) 
The appointment, which will become vacant in 
September, 1957, is normally for two years, but 
subject to annual review. Candidates may visit the 
hospital by arrangement Forms of application 
Obtainable from the Group Secretary, Lambcth 
Group Hospital Management Committee, Renfrew 
Road. S.E.!\1. and should be returned by August 
17. 1957 (4134) 


THE UNITED CAMBRIDGE HOSPITALS 
Addgabrooke’s Hospital, Cambridge 
MEDICAL REGISTRAR 


req d for one year from August 30 Dutes 
mainly in medical wards and out-patient depart- 
ments under consultant supervision Responsi- 
bility for supervision of two other House Officers. 
for whom S.H.O. will be required to undertake 
occasional relicf duties. Apply, stating age, quali- 
fications and experience. and naming three referees, 
to Administrative Officer (4361) 


BISHOP'S STORTFORD AND DISTRICT 
HOSPITAL, Rye Street, Bishop's Stortford, Herts 
(67 beds, medical, surgical and maternity) 


Applications ate invited from registered medical 
practitioners for the post of 

RESIDENT SENIOR HOUSE OFFICER (Mate) 
Salary £819 10s. per annum, fess £150 for residen- 
tial emoum-nts. To commence as soon as possibile 
Applications, stating age. nationality, qualifications 
and experience, with copies of recent testimonials 
or names of referees, to Hospital Secretary, Herts 
and Essex General Hospital, Bishop's Stortford, 
Herts. (4256) 


BOLTON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


The Royal Infirmary, Bolton (237 beds) 


RESIDENT SENIOR HOUSE OFFICER 
IN MEDICINE 
Vacant early September. and tenable for 12 
months. Applications, stating age. nationality, 
qualifications, experience. and the names of two 
referees, to Group Secretary, the Royal Infirmary, 
Bolton. (4193) 


for one year in first ji from 
renewable for second year. Apply 
to Secretary by August 17, stating age, nationality. 
qualifications and experience (with dates), and 
names of three referees. Interviews August 27 

P. J. Bourne, Secretary. (4192) 


UNITED NEWCASTLE UPON TYNE 
HOSPITALS 


(non-resident) 
September 1! 


THE 


Applications are invited for the non-resident 
appointment of 
MEDICAL REGISTRAR 
at the Royal Victoria Infirmary. The post will 
offer scope to prepare for a higher degree. The 
appointment is for one year in the first instance, 
and will be subject to the terms and conditions 
of service of hospital medical staff in the National 
Health Service Applications, giving full details 
and the names and addresses of three referees 
should be sent to the undersigned within two 
weeks of the appearance of this advertisement.— 
A. W. Sanderson. House Governor and Secretary 
Royal Victoria Infirmary, Newcastle upon Tyne 
(404) 


GLANTAWE HOSPITAL MANAGEMENT 
COMMITTEE 


Registered medica! practitioners are invited to 
apply for the resident appeimtment of 

JUNTOR HOSPITAL MEDICAL OFFICER 
for work in the Medical and Surgical Departments 


: required early September, 1957. Resident post and in the chronic sick wards of the above hos- 
. Duties at Royal Infirmary, Blackburn (262 acute pital. Applications, stating age, experience and 

beds). as arranged by Consultant Physician. Appli- qualifications. with copies of two recent testi- 
. cation forms from Group Secretary. H.M.C. Office, monials, should be addressed to the Hospital Sec- 
# Roya! Infirmary. Blackburn, Lancs (3839) retary (3869) 
; NEW END HOSPITAL, Hampstead, N.W.3 SOUTH SHIELDS INGHAM INFIRMARY 
(158 beds) 

REGISTRAR 

required for General Medical Unit of 86 beds. JUNTOR HOSPITAL MEDICAL OFFICER 

ost vacant October 1, 1957. The hospital may required for general medica! dutics in this acute 
- be visited by direct appointment with the Surecon hospital with certain additional duties at outlying 


Superintendent’. Application forms obtainable from, 


® and returnable to. Group Secretary, Archway 
Group HMC... 46, Choimelcy Park. N.6. by 
August 12, 1957 (4133) 
NORTH-EASTERN REGIONAL HOSPITAL 
BOARD, Scottand 


Applications are invited for the post of 

i: SENIOR REGISTRAR IN GENERAL MEDICINE 
on the staff of the Aberdeen General Hospitals 

; The appointment is for a period of one year in 

the first instance Applications. giving two names 
for reference. should be submitted by August 10. 
1957, to the Secretary. 1, Albyn Place, Aberdeen, 
from whom further particulars may be obtained 

(4012) 


hospitals Clinical team comprises Consultant, 
1.H.M.O. and two House Physicians. Applications 
to House Governor and Secretary (4258) 


STAINCIIFFE GENERAL HOSPITAL 
Dewsbury, Yorks (311 beds) 


RESIDENT MEDICAL OFFICER (J.H.M.0. grade) 
Applications are invited for the above post, which 
becomes vacant on October |. 1957. The appoint- 
ment is tenable for one year im the first instance 
The hospital has an acute adult medical unit of 
70 beds and also a pacdiatric unit of beds 
Applications, giving full particulars and the names 
of three referees, should be sent to the Adminis- 
trative Officer at the hospital as soon as poxsibie 
(3870) 


DERBYSHIRE ROYAL INFIRMARY, Derby 
(416 beds) 


HOUSE PHYSICIAN 
SENIOR HOUSE OFFICE 

Vacant September 7 
with copies of two testimonials, to Secretary 


GARTLOCH HOSPITAL (Medical Unit), 
Gartcosh, Glasgow (16 beds) 


Pre-registration) of 

R (General Medicine) 
Apply, stating full details, 
(4194) 


SENIOR HOUSE OFFICER 
required. to commence duties on September 1. 
1957. Whitley scales and conditions of service 
Furnished accommodation may be available for a 
married man. Applications, stating age. qualifica- 
tions and experience. together with the names and 
addresses of two referees. should be sent to the 
Medical Superintendent as soon as possible. (4308) 


MOORGATE GENERAL HOSPITAL 
(342 beds, 38 cots), and 
BADSLEY MOOR LANE HOSPITAL, Rotherham 
(70 beds) 


SENIOR HOUSE OFFICER (Medicine) 
required. M&esidential emoluments £150 per annum. 
Applications, with names of three referees. to 
Secretary, Hospital Management Committee, * Fern 
Bank.” Doncaster Road, Rotherham (4135) 


NORTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE 


Crumpsall Hospital 
Applications are invited for the pest of 
SENIOR HOUSE OFFICER IN MEDICINE 
Vacam September 23, 1957. Applications, with two 
referees, by August 12, 1957. to Group Secretary, 
Crumpsall Hospital, Manchester, 8 (4155) 


OLDHAM AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 
Oldham and District General Hospital 

Applications afe invited for the appointment of 

SENIOR RESIDFNT HOUSE OFFICER 

(Medicine) 

Becoming vacant on September 6. 1957. Ihe per- 
80M appointed wil) have charge of the acute beds of 
one of the Consultant Physicians and assist in the 
Out-Patients’ Department. Applications. giving the 
names of two persons to whom reference may be 
made, should be forwarded to the Group Secre- 

tary, Central Offices, Rochdale Road, Oldham 
(3985) 
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Medicine—contd. 
SOUTH SHIELDS GENERAL HOSPITAL 


HOUSE PHYSICIAN 
(Pre-reg'stration, first or second post) 
or SENIOR. HOUSE OFFICER (Medicine) 
according to experience, required immediately in 
this busy, well equipped hospital. Resident staff 
in Medical Department consi-ts of a Medical 
Registrar and three House Officers. Applications 


to Medica! Superintendent (4331) 
THE UNITED NEWCASTLE UPON TYNE 
TTALS 


Applications are invited for two non-fesident 

whole-time appoin'ments of 
SENIOR HOUSE OFFICER 

in a General Medical Clinic at the Royal Victoria 
Infirmary. The appointments are for one year and 
will be subject t the terms and conditions of 
service of hospital medical staff in the National 
Health Service. The salary will be at the rate 
of £819 10s. per annum, subiect to the appropriate 
deductions Applications, giving full details and 
the names and addresses of three referees, should 
be sent to the undersigned within two weeks of 
the appearance of this advertisement.—A. W. San- 
derson, House Governor and Secfetary, Royal 
Victoria Infirmary, Newcastle upon Tyne. (4305) 


BATTERSEA GENERAL HOSPITAL 
Battersea Park, S.W.11 


HOUSE PHYSICIAN 
House Officer grade. Resident. Not pre-registra- 
tion. Vacant late August. Apply Hospital Secre- 
tary. enclosing copies of two recent testimon al< 
(4136) 


LAMBETH HOSPITAL, Brook Drive, S.E.1! 


Applications are invited from pre-registration and 
cegistered medica! practitioners for the post 
RESIDENT HOUSE PHYSICIAN 
vacant on September 18, 1957. Successful candi- 
date will be expected to carry out a fortnight’s 
locum duty starting on September 4, 1957. Appli- 
ca‘ion forms from the Acting Physician Superin- 
tendent. Stamped addressed envelope should be 
enclosed. 123) 


LAW HOSPITAL, Carluke, Lanarkshire 


Applications are invited ited for the post of 


for the six months commencing August 1, 1957. 
Applications, stating age, qualifications and previous 
experience, together with the names of two referees, 
should be submitted to the Group Medical Superin- 


tendent, Law Hospital, Carluke. (4025) 
READING AREA DEPARTMENT OF 
MEDICINE 


Applications are invited from registered and 
provisionally registered medical practitioners for 
TWO POSTS AS RESIDENT HOUSE 
PHYSICIAN 


vacant September 1. 1957, for @ period of six 
months. Successful candidates will be required to 
carry out duties at the following Reading hos- 
pitals Royal Berkshire Hospital (398 beds), Battle 
(374 beds), and Prospect Park (104 beds). Write 
immediately, stating age, qualifications (with dates). 
nationality, present post, with copies of two recent 
testimonials, to Secretary, Royal Berkshire Hos- 
pital, Reading. (3980) 


ROYAL HALIFAX INFIRMARY 


HOUSE PHYSICIAN 
required in General Medicine. Post now vacant. 
Apply to Group Secretary. Royal Halifax Infirmary. 
Halifax (4340) 


SOUTH LONDON HOSPITAL FOR WOMEN 
AND CHILDREN, Clapham Common, S.W.4 
Applications are invited from pre-registration 

and registered women medical practitioners for 


the post of 
HOUSE PHYSICIAN 


Vacant September 14, 1957, for a period of six 
months. Forms of application from the Secretary 


(4195) 
AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 
Chester City Hospital 


Applications are invited for the post of 
HOUSE PHYSICIAN 
vacant September 26, 1957. The post is recognized 
for pre-registration service. Applications, giving 
full details, together with the names and addresses 
of two referees, should be forwarded to the Hos- 
pital Secretary. (Pr.4327) 


BARNSTAPLE, NORTH DEVON INFIRMARY 
(10S beds) 


HOUSE PHYSICIAN 
required. recognized pre-registration appointment. 
Applications to Group Secretary, 19, Alexandra 
Road, Barnstaple, (Pr.4389) 


GLANTAWE HOSPITAL MANAGEMENT 
COMMITTEE 


Swansea Hospital (413 beds), Swansea 


Applications are invited for the resident post of 
HOUSE OFFICER 

im the Medical Unit of the above hospital. The 

post is recognized for pfe-registration purposes. 

immediate vacancy. Applications, with full par- 

ticulars, should be sent to the Secretary of the 


VALE OF LEVEN HOSPITAL, Alexandria, 
Deabartoashire (18S beds) 


Applications are invited “for the post of 

RESIDENT HOUSE PHYSICIAN 
at the Vale of Leven Hospital, Alexandria, Dun 
bartonshire, for the period August 1, 1957, until 
January 31, 1958. The post is recognized for pre- 
registration purposes. Applications should be 
addressed to the Medical Superteeatent at the 
above address. (Pr 4393) 


WIGAN AND LEIGH HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Albert Edward 1 Infirmary. Wigas 
HOUSE PHYSICIAN 


Pre-registration post, becoming vacant shortly. 
Applications, with names of two referees, to te 


hospital.—T. E, Jones, Group Secretary. (Pr.3871) | Secretary, Knowsley House, Wigan. (Pr.4278) 
GUILDFORD GROUP HOSPITAL MANAGE- 
MENT COMMITTEE NEUROLOGY 


St. Luke's Hospital, Guildford (389 beds) 


HOUSE PHYSICIANS (2) (Pre-registration) 
Vacant: (i) September $, 1957, Gi) September 12. 
1957, with preceding two weeks’ locum in cach 
case. Medical Unit of acute and chronic beds 
Applications, with copies of recent testimonials, 
should be sent to the Physician 

(Pr.4: 


ILFORD AND BARKING GROUP HOSPITAL 
MANAGEMENT COMMITTEE 
There will be a vacancy for a 
HOUSE PHYSICIAN 
at King George Hospital. Eastern Avenue, ford, 
on September 7, 1957. First or second post pre- 
registration. The post will be tenable for six 
months Applications, giving full particulars and 
accompanied by testimonials, should be sent to the 
undersigned within seven days of the appearance 
of this advertisement.—H. F. Harris, Group Secre- 
tary, King George Hospital, (Pr.4i24) 


MANOR HOSPITAL, Nuneaton 


HOUSE PHYSICIAN 
Pre-regi yn. Resident. Applications to Hos- 
pital Secretary. (Pr. 4196) 


NORTH STAFFORDSHIRE ROYAL INFIRMARY 


HOUSE OFFICER IN GENERAL MEDICINE 
(with Paediatrics 


) 
Pre-registration post. Detailed applications, with 
copy testimonials, to Group . 
Princes Road, Stoke-on-Trent. (Pr.4197) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Queen Alexandra Hospital (78 Medical beds) 
HOUSE PHYSICIAN (Pre-registration) 
Vacant now 
Applications. stating age, experience, and quali- 
fications. together with the names of two referees, 
should be forwarded as soon as possible to E. H. 
Hurst, Saint Mary's Hospital, Milton Road, Ports- 
mouth. (Pr.9479) 


THE LEICESTER GENERAL HOSPITAL 


Applications are invited for the three pre-regis- 

tration posts of 
HOUSE PHYSICIAN 

vacamt October 1. Applications, stating age. 
qualifications and experience, together with copies 
of recent testimonials, to the Group Secretary. 
No. 1 Hospital Management Committee, the 
Leicester Royal Infirmary, by August 8. (Pr.3803) 


THE LEICESTER ROYAL INFIRMARY 


a, ate invited for the two pre-reas- 


tration posts 

HOUSE PHYSICIAN 
vacant October 1. Applications, stating age, quali- 
fications and experience, together with copies of 
recemt testimonials. to | Group Secretary, No. | 
Hospital M the Leicester 
Royal Infirmary, by (Pr. 3804) 


NEWCASTLE REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR NEUROSURGEON 
whole-time, for Regional Neurosurgery Service— 
main centre Newcastle Genera! Hospital! (848 beds). 
In addition, appointee will be required to under- 
take duties in the Sunderland and Tees-side groups 
of hospitals. House available in Newcastle at 
reasonable rental. Applications, with names and 
addresses of three referees, to S.A.M.O., Regional 
Hospital Board, Benfield Road, Newcastic upon 
Tyne, 6, within 14 days. (4199) 


THE NATIONAL HOSPITALS FOR NERVOUS 
DISEASES 


Applications are invited from registered medical 
practitioners for the appointment of 

TWO HOUSE PHYSICIANS (non-resident) 
to commence the beginning of November on dates 
to be arranged. The appointments will be for 
periods of six months. posts carry the grade 
of Senior House Officer. Applications, with sames 
of three referees, to be sent to the undersigned sot 
later than August 17, 1957.—H. Bwart Mitchell, 
Secretary to the Board of Governors. The National 
a for Nervous Discases, Queen on, 


NEUROSURGERY 
GUY’S-MAUDSLEY NEUROSURGICAL UNIT 


Applications are invited for the post of 
REGISTRAR 


for ome year, commencing October 1, 1957. The 
unit, which is housed in the Maudsley Hospital, 
serves both Guy's Hospital and the Bethiem Royal 
Hospital, and the Maudsiey Hospital. Applications 
should be made before August 24, 1957, to K. J. 
Johnson, House Governor and Secretary, Maudsicy 
Hospital, Denmark Hill, 8.E.5. (427) 


OBSTETRICS AND GYNAECOLOGY 


CRAIGTOUN MATERNITY HOSPITAL 
St. Andrews (48 beds) 
NETHERLEA MATERNITY HOSPITAL, Newport 
(17 beds) 


OBSTETRICAL AND GYNAECOLOGICAL 
REGISTRAR (Resident) 
for the above North Fife Hospitals, required on 
November 1. 1957. The post is recognized for 
training for the M.R.C.0.G. An unfurnished house 
is available to rem in the hospital grounds at 
Craigtoun if desired. Apply, in writing, giving the 
names of three referees, to the Medical Superin- 
tendent. East Fife Hospitals Board of Management, 
243A. High Street, Kirkcaldy. (4391) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 

in the East Suffolk and Ipswich Hospital Group. 
Main hospital Ipswich and Bast Suffolk (Heath 
Road Wing), 48 obstetric and 33 gynaccology beds. 
Post provides wide experience and veccgumans for 
MRCOG Single accc 
Appointment for one year, renewable for second 
year. Applications, stating age. experience. and 
the names of three referees, to Board's Senior 

Ad trative Medical Officer, 117, Chesterton 


THE UNITED CAMBRIDGE HOSPITALS 
Addenbrooke's "Hospital, Cambridge 


HOUSE PHYSICIAN 
for six months from October 3. Recognized pre- 
registration service. Apply to Secretary by August 
17, stating age, nationality. qualifications and 
experience (with dates), and with copies of three 
rviews September 5. 


testimonials. Inte: 
Bourne, Secretary. (Pr 4198) 


Road, Cambridge, by August 12, 1957. Candidates 
invited to visit the hospital by direct arrangement 
with H.M.C. Secretary. Ipswich and East Suffolk 
Hospital (Anglesea Road Wing), (4200) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 14 


HOUSE OFFICER (Medical) Pye: 
(pre- or post-registration) 
3 
Saint Mary's Hospital (74 Medical beds) 
HOUSE PHYSICIAN (Pre-registration) 
Vacant now Vacant now he 
— 
4 
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Obstetrics and Gynaecology—contd. 
MANCHESTER REGIONAL HOSPITAL BOARD 


Applications are invited for a resident post of 
REGISTRAR 


in the Obstetric and Gynaecology Department in 


the Barrow and Furness Group of Hospitals. The 
post will be available about the beginning of 
October next. 72 obstetric /gynaccological beds in 
out-patient departments, and cxtensive 
surgical experience Recognized for DRCOG 
Applications to Grown Secretary, Barrow and 
Fursess Hospital Management Committee, 105, 
Abbey Road, Barrow-in-Furnesm, not later than 
August i i987 (3942) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Applications are invited for the post of 
RESIDENT REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 
Manchester Group of 


one of two, in the West 

Hospitals, with main duties at Park Hospital, Davy- 
huime. There are 73 obstetric beds, 31 gynaecology 
beds and 4 «pecial-care baby unit of seven Deds at 
Park Hospita Vacant end of September 
Appointment for ome year, renewable. Appiica- 
tion forms from Group Secretary, Park Hospital 
Davyhuime (4392) 
NEWCASTLE REGIONAL HOSPITAL BOARD 


Newcastle General Hospital (848 beds) 


REGISTRAR OBSTETRICIAN AND 
GYNALCOLOGEST 


wholetime, resident. in unt of 100 beds. Recog 
nived for MR.C.OG. This is a teaching unit in 
obstetrics and gynaecology for King’s College 
Medical School Successful candidate will b 
expected to undertake clinical undergraduate 
teaching. He may also be required to spend pari 
of bis time io the associated unit (50 beds) of the 
Hexham group of hospitals Applications, with 
mames and addresses of three referecs, to S.A.M.O 
Regional! Hospital Board, Benfield Road, Newcastle 
upon Tyne, 6, within 14 days (4201) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


St. Albans City Hospital (384 beds) 


WHOLE-TIME GYNAECOLOGICAL AND 
OBSTETRIC REGISTRAR 
resident, required Hospital may be visited by 
direct’: appointment Application forms obtainable 
Secretary, Mid-Herts 


from, and returnable to, 

Group Hospital Management Commitice, Bieak 
Hous Catherine Street, St. Albans. Herts. by 
August 12, 1957 (4202) 


SELLY OAK HOSPITAL, Birmingham, 29 


REGISTRAR, “OBSTETRICS AND 
GYNAECOLOGY 
Resident Duties at Selly Oak Hospital 
beds, 34 gynaecological. 33 obstetric) 
nized for the purpose of the MR.C.OG 
cation forms from Secretary. Secily 
Oaktree Lane, Birmingham, 29, to be returned by 
Avueust 12, 1957. Candidates may visit hospital 
(4203) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Grimsby Group of 
(Recognired for training for M.R.C.0.C.) 


WHOLE.TIME RESIDENT NON-RESIDENT 
REGISTRAR (Obstetrics and Gyaanecology) 
Appointment for one year in first 

Apply to Secretary, Shefficid Regional 

Board. Old Fulwood Road. Shefficid, by 

August 12, 1957, giving age, nationality. qualifica- 

tions, present and previous appointmenu (with 

dates), naming three referees (4156) 


THE UNITED LIVERPOOL HOSPITALS 
Liverpeel Regional Hospital Board 


Applications are invited for appointment as 
SENIOR REGISTRAR IN ORSTETRICS AND 
GYNAECOLOGY 
for the period October 1, 1957 (or earlier if pos 
sitic), to September 30, 1958 Annual re-appoint- 
mem thereafter until compiction of the norma! 
period of training wil be considered without need 
for further application. It is the practice of both 
Boards to arrange for the period rotation of 
Senior Reg'strars in Obstetrics and Gynaccology 
during their period of training between the Liver- 
poo! Maternity Hospital, Mill Road Maternity Hos- 


(1,053 


instance 
Hospital 


pital and the Women's Hospital While at the 
Liverpool! Maternity Hospital it i necessary to 
@eep in on nights on duty, and while at Mill Road 
Maternity Hospital it is necessary to be fully resi- 
dent. married quarters being evailabie. Apply 
by August 19. on form obtainable from che Secre- 
tary. the United Liverpool Hospitals, 80. Rodney 


Liverpool, | (4349) 


Street 


| 
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THE UNITED CAMBRIDGE HOSPITALS 


CLINICAL ASSISTANT 
(in the grade of General Practitioner) for cight 
sessions weekly from October 1, 1957. The appoint- 
meat, which wili be for one year in the first 
instance, will be primarily for amenatal and post- 
nata! work at the Matermty Hospital, Cambridgc. 
but there will be some duties in the Gynaccological 
Department Salary £183 iSs, per annum per 
session. Applications, giving age, qualifications and 
experience, together with the sames of two referees, 
to the Secretary, Addenbrooke's Hospital, Cam- 
bridge. by August 17 As an indication of the 
kind of experience boped for, the present Senior 
Registrar in Obstetrics and Gynaecology to the 
United Cambridge Horpitals is an applicant for 
the post (4204) 


EASTBOURNE woes AL MANAGEMENT 
coman ITTEE 


SENIOR HOUSE OFFICER 
in Gynaecology (30 beds), with duties in abnormal 
obstetric unit (14 beds), required Applications, 
stating age, nationality, qualifications and expcri- 
ence, with copies of two recent testimonials, to the 
Group Secretary, 29, Bedfordwell Road, Eastbourne. 
(4157) 


FULHAM MATERNITY HOSPITAL 
5/7, Parsons Green, 


SENIOR HOUSE OFFICER (Resident) 
required October 14, 1957. Candidates may visit 
the hospita) by arrangement. Applications to be 
submitted on forms obtainable from Hospital Sec- 
retary. Fulham Hospital, St. Dunstan's Road, 
Hammersmith, W 6. immediately. (4251) 


KINGSTON GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Kingston Hoxpital, Wolverton Avenue, 
Kingston-on- Thames 


Applications are invited from suitably qualified 
medica! officers for the post of 
SENIOR HOUSE OFFICER (Gynaecology) 


Vacant on October 1, 1957 Recognized for 
MRCOG. purposes Applications, stating age, 
qualifications and experience, with two recent 


testimonials, should reach the Physician Superin- 
tendent of the hospital within seven days of this 
advertisement. (4158) 


OLDHAM AND DISTRICT GENERAL 
HOSPITAL 


APPOINTMENT OF SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 

Applications are invited for the above appoint- 
ment, vacant immediately. The obstetrical depart- 
ment contains 72 beds and there are 48 gynac- 
cologicali beds. The post is recognized for the 
MRCOG. and D.Obst R.C.0G Applicants 
should have hed some obstetrical experience, and 


the appointment is for 12 months Applications. 
containing full particulars of qualifications and 
experience, together with the names of two persons 


to whom reference may be made, should be for- 
warded immediately to the Group Secretary. Old- 
ham and District Hospital Management Committec 
Central Offices, Rochdale Road. Oldham. (4372) 


QUEEN MARY'S HOSPITAL, Sidcap, Kent 


SENTOR HOUSE OFFICER 
Gynaecology and General Surgery 
required from August 19, 1957. The duration of 
the position is for one year in the first instance 
Applications, stating age. qualifications and experi- 


ence, together with names and addresses of two 
referees, should be semt to the Secretary, Queen 
Mary's Hospital, Sidcup, Kent. (4230) 


ST. HELEN HOSPITAL, Barasiey 


WHOTFE.-TIME RESIDENT SENIOR HOUSE 
OFFICER (Obstetrics and Gynaecology) 


required for one year from October 1. Post recoe- 
nized for M.R.C.OG. and DRCOG. Applica- 
tions, stating age. qualifications, etc.. with copies 


to the Group Secretary. 
Committee, 33, 
1957 
(3876) 


of two recent testimonials, 
Barnsiey Hospital Management 
Gawber Road. Barnsicy. before August 17. 


ST. PETER'S HOSPITAL (ate Botiey’s Park 
Wer Hospital), Chertsey, Surrey (430 beds) 
RESIDENT HOUSE SURGEON 
(5.4.0. or tatern) 
required for Gynaecological (30 beds) and E.N.T 
(approx. 14 beds) Departments. Salary in accord- 
ance with terms and conditions of National Health 
Service. Applications, together with names and 
addresses of referees. to be sent to the Physician 
Superintendent, St. Peter's Hospital, as soon as 
possible. Post vacant August 15. (3822) 


STAFFORD HOSPITAL MANAGEMENT 
COMMITTEE 


SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 
Married accommodation availabiec Applications 
to Group Secretary, Stafford H.M.C.. 13, Foregate 
Street, Stafford. (4205) 


THE LEICESTER ROYAL INFIRMARY 
Applications are invited for the post of 
SENIOR HOUSE OFFICER 
to the Obstetric and Gynaccological Department. 
commencing October 1. The post is recognized for 
the M.R.C.0.G. (gynaecology only). Applications. 
stating age, qualifications and cxperience, together 
with copies of recemt testimonials, to the Group 
Secretary, No. 1 Hospital Management Committee, 
the Leicester Royal Infirmary. by August 8. (3805) 


THE LEICESTER ROYAL INFIRMARY 
MATERNITY HOSPITAL 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Obstetrics) 

vacamt October | Recognized for the D.Obst. 

R.C.0.G. Applications, stating age. qualifications 

and experience, together with copies of recent 

testimonials, to Group Leicester No. 1 

by August 8. 
(3806) 


UPTON HOSPITAL, Slough 


SENIOR HOUSE OFFICER 
Departmem of Obstetrics and Gynaccology, 
required. Post vacant September 3. Preference 
given to applicants with general and obstctric 
experience Applications, with cames two 
referees, to Secretary by August 14. (4125) 


BUARD UF MANAGEMENT FOR PAISLEY 
AND DISTRICT HOSPITALS 
| Unit 


HOUSE OF OFFICER 
required for term commencing August i, 1957. 
Applicants should preferably have beid a previous 
hospital post. Applications to Group Medical 
Superintendent, Royal Alexandra Infirmary. Paisicy 
(4081) 


EDINBURGH, 6. ELSIE INGLIS MATERNITY 
HOSPITAL (73 beds) 
(Recognized for D.R.C.0.G. and M.R.C.0.G.) 


Applications ate invited from registered women, 
or second pre-re appc or two 
appointments as 

OBSTETRIC HOUSE OFFICER 

vacant October 1. 1957, one appointment for 12 
months. one for nine months (first six months 
recognized as pre-registration appointment) The 
12 months” appointment includes three months’ 
pacdiatrica (new-born), three months as junior 
house surgeon and siz months as senior house 
surgeon. Applications, with names of two referees, 
to the Medical Superinteniem, Southern Hospitals 
Board of Management, 21, Hill Street, Edinbureh 2 

(4296) 


HASTINGS AND ST. LEONARDS-ON-SEA. 
BUCHANAN HOSPITAL (94 beds) 
HOUSE SURGEON 


required for 28 gynaecological beds in hospital in 
course of being changed into unit for obstetric 


and gynaccologica!l patients only Post is vacam 
September 8 and recognized for MRCOG. 
Candidates for pre-registration service (surgery) 


can be considered Apply, giving names and 
addresses of three referees, to Hospital Adminis- 
trator (4159) 


HEATHFIELD ROAD MATERNITY HOSPITAL 
134, Heathfield Road, Birmingham, 19 


OBSTETRIC HOUSE SURGFON 
required October 1, 1957 Preference given to 
candidates with previous medical and surgical 
experience $0-bed maternity unit with 18-cot 
premature baby unit attached. Large antenatal de- 
partment. Appointment recognized for D.R.C.0.G. 
Detailed applications, with copies of three recent 
testimonials, to Group Secretary, Dudiey Road 
Hospita!, Birmingham, 18 (4266) 


HULL (A) GROUP HOSPITAL MANAGEMENT 


Hof Royal Infirmary (Sutton) 


Applications are invited for the post of 
GYNAECOLOGICAL HOUSE SURGEON 
(House Officer grade) 


vacant now. National salary scale and conditions. 
Six-monthly appointment, terminable by one 
month's notice cither side. Applications to the 
Hospital. Secretary, Hull Royal Infirmary. Hull 
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MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTEE 


Sheppey General Hospital, Miaster, Isle of Sheppey 


OBSTETRIC HOUSE OFFICER 
Applications are invited for the above pre-regis- 
tration post, vacant on August 25, 1957. Salary 
£467 10s. to £577 10s. per annum, according to 
experience Applications, stating age, qualifica- 
tions, nationality. and experience. to be addressed 
to the Hospital Secretary (4049) 


PLAISTOW MATERNITY HOSPITAL 
Howards Read, Plaistow, Londen, £.13 


RESIDENT OBSTETRIC OFFICER 
(House Officer, post-registration) 
required for six months commencing October 8, 
1957. The post offers excellent experience as sole 
resident in charge of 60 beds. Apply to Hospital 
Secretary not later than August 10, 1957, enclosing 
copies of two testimonials. (4321) 


BURTON GENERAL HOSPITAL and 
ANDRESSEY HOSPITAL, 


HOUSE SURGEON 
(Gynaecological and Obstetrics) 
required immediately Post recognized for pre- 
registration purposes Apply Group Secretary. 
(Pr.4309) 


CHESTER AND DISTRICT HOSPITAL 
MANAGEMENT ¢ COMMITTEE 


Chester Royal Infirmary 


Applications are invited for the post of 
RESIDENT HOUSE SURGEON (Gynaecological) 
vacant now. The post is recognized for pre-regis- 
tration service Applications, together with the 
names and addresses of two referees, should be 
forwarded to the Hospital Secretary. (Pr.4328) 


GLOUCESTERSHIRE ROYAL 
(City Maternity Hoxpital, 50 beds) 


OBSTETRICAL HOUSE SURGEON 
required. Post, which is vacant mid-September. is 
recognized for pre-registration service and 
DRCOG Applications, naming two referces. 
to Secretary, Royal Hospital, Southgate Strect, 
Gloucester (Pr.4310) 


LEICESTER GE NERAL HOSPITAL 
are invited for the pre-registration 
post 
OBSTETRIC AND GYNAECOLOGICAL 
OUSE SURGEON 
Recognized for the M.R.C.0.G. 


vacamt October 


(Obstetrics only) and D.Obst.R.C.OG.. Appli- 
cations, stating age. qualifications and experience, 
together with copies of recent testimonials, to the 
Group Secretary, No. | Hospital Management 
Committee, the Leicester Royal Infirmary, by 
August 8. (Pr. 3808) 
OPHTHALMOLOGY 

WESTERN REGIONAL HOSPITAL BOARD 

Applicat'ons are invited for the following 


appoinument 
ASSISTANT OPHTHALMOLOGIST 
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32 and over) £1,014 16s. by nine annual increments 
to £1,304 14s. id. Applications (16 copies), stating 
date of birth, qualifications, experience, presem 
appointment, and the names of three referees, to 
reach the Secretary, Western Regional Hospital 
Board. 64. West Regent Street, Glasgow. C.2. 
not later than 3 days after the publication of 
this advertisement (4342) 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN OPHTHALMOLOGY 


Halifax Group (11 eye beds). Applications, ¢tating 
age. qualifications and details of present and 
Previous appointments (with dates), togetber with 
the names and addresses of three referees, to the 
Secretary, Joint Registrars Committec, Park Parade. 
Harrogate, by August 15, 1957. (4207) 


ROYAL SURREY COUNTY HOSPITAL 
Guildford 


SENIOR HOUSE OFFICER 
required for Ophthalmology. Post is vacant on 
August 23, and resident accommodation is avail- 
able. The appointment ts recognized for both the 
FRCS. and DO. Apply as soon as possibic, 
with copies of three testimonials, to the Hospital 
Secretary. (4350) 


ROYAL BUCKINGHAMSHIRE HOSPITAL 
Aylesbury 


OPHTHALMIC HOUSE OFFICER 


required immediately. Post recognized for D.O 
Anply, with two names for reference, to Secretary 
Superintendent. (4126) 


SUSSEX EYE HOSPITAL, Brighton (56 beds) 


HOUSE SURGEON 


required. Vacant end September. Recognized for 
F.R.C.S. and D.O. Successful applicant will be 
considered for senior post (Senior House Officer) 
on completion of six months. Applications, stating 


age, qualifications and experience. and naming two 
referees, to the Administrative Officer (4244) 
UNITED OXFORD HOSPITALS 
Applications invited for the post of 
HOUSE OFFICER 

in the Oxford Eye Hospital, with effect from 
October 1, 1957. Applications, stating age. quali- 
fications and experience, together with names of 
two referees, to the Administrator, Radcliffe 
Infirmary, Oxford, by August 10, (3827) 
ORTHOPAEDICS 


CREWE AND DISTRICT MEMORIAL 
HOSPITAL 


REGISTRAR (Orthopaedic Department) 


required. Modern theatres and accident depart 
ment, incorporating every facility. Full traumatic 
and orthopacdic service being developed. Vacant 
August !, 1957. Salary and conditions as per 
regulations. Applications, stating age, qualifica- 
tions and experience, together with names of three 


BAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


ORTHOPAEDIC REGISTRAR 
Peterborough Group of Hospitals. meni 
for one year, renewable for second year. Applica- 
tions, stating age, experience, and the names of 
three referees, to Board's Senior Administrative 
Medical Officer, 117, Chesterton Road, Cambridge, 
by August 12, 1957. Candidates are iavited to visit 
hospitals by direct arrangemem with H.M.C. Sec- 
fetary, Memoria] Hospital, Peterborough. (4208) 


HOSPITAL OF ST. CROSS, Rugby (156 beds) 


REGISTRAR, ORTHOPAEDIC SURGERY 

Vacant September 4. Experience specialty cssen- 
tial. Higher qualification desirable. Recognized 
F.R.C.S. Resident. Application forms from Group 
Secretary, Coventry and Warwickshire Hospital, 
Coventry, to be returned by August 12, 1957. 
Candidates may visit bospital. (4210) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


City General Hospital, Sheffield (652 beds) 
(Recognized for training for the F.R.C.S. 
examination) 


WHOLE-TIME NON-RESIDENT REGISTRAR 
(Orthopaedics) 


Appoinumem for one year in first 
Apply to Secretary, Shefficid Regional 
Hospita) Board, Old Fulwood Road, Sheffield, by 
August 12, 1957, giving age, nationality, qualifice- 
tions, present and previous appointments (with 
dates), naming three referees, (4160) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


required. 
instance. 


Rotherham Hospital, Doncaster Rotherham 
(161 beds) (Recoguized for training FRCS. 
examination) 


WHOLE-TIME RESIDENT REGISTRAR 
(Orthopaedics and Casualty) 


required. Appoiatment for once year in first 
instance. Apply to Secretary, Sheffield Regionai 
Hospital! Board, Old Fulwood Road, Sheffield, by 


August 12, 1957, giving age, nationality, qualifica- 
tions, present and previous appointments (with 
dates), naming three referees. (4161) 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 

Applications are invited for an appointment as 

WHOLE-TIME REGISTRAR IN ORTHOPAEDIC 
SURGERY 

to fill a vacancy in the approved traince estabiish- 
ment at the Hastings Group of Hospitals. The 
appointment will be in accordance with the Terms 
and Conditions of Service of Hospital Medical and 
Dental Staff (England and Wales), and will be 
for ome year in the first instance. Applications, 
giving particulars of age. qualifications and experi- 
ence (with relevant dates), together with the names 
and addresses of two referees, to be sent to the 
Secretary, Registrars Committee, South-East Metro- 
politan Regional Hospital Board, 11, Portland 
Place, London, W.1, mot later than August |? 
1957. (4209) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


for d s Ayrshire and the Southern Counties. referees, to Group Secretary, South Cheshire Hos- 
The appoleament will be part-time on the basis pital Management Commitice, Barony Hospital. top of page 14 
of six notional half-days per week. Salary (at age Nantwich (3927) 
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Orthopaedics—contd. 
S.W. METROPOLITAN REGIONAL HOSPITAL 
BOARD 


the Rowley Bristow Orthopaedic 
Pyrford, Woking, Surrey 


Applications are invited for the post of 
REGISTRAR 
non-resident. at the above hospital for one year 
in the first instance. (A small house is availabic 
for rental if required.) The dutics entail some 
out-patient work at St. Thomas's Hospital and 
will besin on October 31. Applications to be on 
forms obtained from the Group Secretary at above 
address. and completed forms should be returned 
within 14 days of the date of this advertisement 
Canvassing will disqualify, but candidates may 
visit the hospital (4311) 


CUMBERLAND INFIRMARY (331 beds) 


Applications are invited for the following 
SENTOR HOUSE 
appointment, which is now vacant. Orthopacdics 
Apply to Group Secretary, Cumberiand Infirmary 
Carlisie (4211) 


DARLINGTON MEMORIAL HOSPITAL 


SENIOR HOUSE OFFICER (Orthopaedics) 

Post vacant end of August. Applications are 
invited for the above post (male or female practi- 
tioners) Hospital recognized for study of the 
F.R.C S(Edin.). Salary £819 108. per annum, less 
deduction of £150 per annum for residential emolu 
ments. Post tenable for six or twelve months, and 
is renewable annually Apply, with references, 
stating agc and experience, to the undersigned 

W. Beckwith, Group Secretary. (4332) 


FARNBOROUGH HOSPITAL, Kent (800 beds) 


ORTHOPAEDIC SENIOR HOUSE OFFICER 
required for one year from September 26. Recosr- 
nized for FRCS. Apply, stating age. qualifica- 
dons (with dates), and experience. and naming 
three referees. t© Administrative Officer (4364) 


GRIMSBY HOSPITAL MANAGEMENT 
COMMITTEE 


Grimsby General Hospital 
Applications are invited for the post of 
S.H.0. (Orthopaedic) 
Orthopaedic Unit of 71 beds. Resident establish- 
ment, Registrar and two House Officers. Up-to- 
date medica! library and reading facilities availabic. 
Applications, with names of two referees, to Hos- 
pital Secretary (3844) 


PEMBURY HOSPITAL, Pembeary. 
wear Tunbridge Wells 


Applications invited for appointment of 

HOUSE SURGEON (Sentor House Officer) 
to Orthopaedic Unit Post vacant August 13, 
19*7. Recognized and tenable for 
one year. Includes treatment of lone- and short- 
stay cases and traumatic sureery with large out- 
patient and fracture clinics under two Consultants 
Apply stating age, qualifications and experience, 
together with three testimonials, to Group Secre- 
tar Sherwood Park. Pembury Road, Tunbridge 
Wells (3973) 


ROYAL ALBERT EDWARD INFIRMARY 
Wigan (200 beds) 
SENIOR HOUSE — IN ORTHOPAEDIC 
RGERY 


Post sow aEM,, Applications to Secretary. 
(4254) 


ROVAL CORNWALL INFIRMARY, Trere 
and Accident Department of 120 beds 


SENIOR HOUSE OFFICER 
required for August 15. The post offers great 
experience in orthopaedic and accident surgery. 
covering most of the County of Cornwall with 
out-patients’ clinics of seven peripheral hospitals 
Apolications. stating nationality, age. Qualifications 
and expericnce, together with two recent references, 
to be addressed to the Hospital Sccretary, Royal 


Cornwall Infirmary, Truro 
ST. ALFEGE'S Greeawich, S.E.10 
7 beds) 


for FCS. examination 


RESIDENT SENTOR HOUSE OFFICER 
(Orthopaedics and General Surgery) 
Vacant approximately mid-August, 1957. Six 
months” appointment (renewabic) Applications 


and testimonials to Secretary, G. and D./H 
at above hospital 974) 


BRITISH MEDICAL JOURNAL 


ST. LAWRENCE HOSPITAL. Chepstow, Mos 
(127 plastic surgery, 5@ orthopaedic beds) 


SENIOR HOUSE OFFICER IN ORTHOPAEDICS 
required mid-August. The emphasis is on “ cold ~ 
orthopaedics. This is the only orthopaedic resident. 
and post entails a certain amount of initiative and 
responsibility, while the experience afforded is 
@bove normal There are two §.H.Os in plastic 
surgery also resident, but duties are normally con- 
fined to orthopaedics. Salary £819 10s, per annum, 
jess £150 for board residence. if resident. Write 
quoting two referees, to T. A. Jones, Group Sec- 
retary, 64. Cardiff Road. Newport, Moa (3197) 


LAW HOSPITAL, Carlwke, Lanarkshire 


Applications are invited for the post of 
HOUSE OFFICER Mrthopacdics) 
(pre- or post-registration) 
for the six months commencing August 1, 1957 
Applications, stating age, qualifications and previous 
experience, together with the names of two referces. 
should be submitted to the Group Medical Superin- 
tendent, Law Hospital, Carluke. (4026) 


THE ROWLEY BRISTOW ORTHOPAEDIC 
HOSPITAL, Pyrford, Woking, Surrey 


HOUSE SURGEON 
Applications arc invited from registered medical 
practitioners for six months” appointment. Recog- 
nized for F.R.C.S. Salary £577 10s. per annum, 
less £125 for board, lodging, ete. Applications, 
with two mames for reference, to be sent to the 
Secretary. (4245) 


VICTORIA INFIRMARY, Glasgow. 5.2 
Vacancies exist from August 1 for pre- or post- 
registration posts 
HOUSE SURGEONS 
in Orthopacdic and E.N.T. Department Apply 


Medical Superintendent, (4082) 
WESTWOOD HOSPITAL, Beverley, Yorkshire 
(229 acute beds) 


ORTHOPAEDIC HOUSE SURGEON 
(First, second oF third post) 
Vacant now. Offers good opportunity for general 


experience in busy acute general hospital Ap- 
proved pre-registration Fully registered 
Practitioners may apply. Recogrized for F.R.C.S 
Apply, Group Secretary (4138) 
BARNET GENERAL HOSPITAL 
Wellhou.e Lane, ane, Barnet, Herts 


RESIDENT HOUSE SURGEON 
Department of Orthopaedic Surgery. Pre-registra 
tion post, now vacant. Recognized for FRCS. 
Detailed applications, with copies of two recent 
testimonials, to Hospital Secretary (Pr.7662) 


BRIGHTON GENER. AL HOSPITAL 


HOUSE SURGEON (Orthopaedics) 
Applications are invited for the appointment of 
House Surgeon to the Orthopaedic Unit. Salary 
in accordance with pational scales. This post is 
recognized as (pre-registration appoinument 
Applications, stating usual particulars and saming 
two referees, to the Physician Superintendent, 


Brighton General Hospital, Elim Grove, Brighton 
(Pr.4033) 


IPSWICH AND EAST SUFFOLK HOSPITAL 
Angiesea Road Wing (356 beds) 
Applications ate invited for the post of 

HOUSE SURGEON 

to the Fracture and Orthopaedic Department 

Approved pre-registration post. Applications, with 

copies of fecent testimonials, to the Hospitai 

Secretary (Pr.9833) 


OLDCHURCH HOSPITAL, Romford, Essex 
(722 beds) 


ORTHOPAEDIC HOUSE SURGEON (Resident) 
required in the Orthopacdic and Accidem Unit 
immediately The service consists of 100 beds 
equally divided between traumatic surgery and 
“cold orthopaedics. Post is recognized for pre- 
registration purposes and for F.R.C.S. Applica- 
tions to be sent to Group Secretary, Romford 
H.M.C., Oldchurch Hospital. (Pr 9498) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT INT COMMITTEE 


Royal Portsmouth Hos 


HOUSE OFFICER (Pre-registration) 
Vacant August 27. Applications, stating age, 
experience and qualifications, together with the 
names of two referees. should be forwarded as 
soon as possible to E. H. Hurst, Saint Mary's Hos- 
pital, Milton Road, Portsmouth (Pr.3556) 


Aus. 3, 1957 


RHYMNEY AND SIRHOWY VALLEYS 
HOSPITAL MANAGEMENT COMMITTEE 


PRE-REGISTRATION HOUSE OFFICER 
(Orthopaedics and General Surgery) 


required at Caerphilly Hospital (226 beds for acute 
general medicine and surgery), Apply immediately. 
with names of referees, to the Group Secretary. 
Central Offices, Caerphilly Road, Ystrad Mynach 
Giam, (Pr.4312) 


STAINES GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Ashford Hospital, Ashford, Middlesex (S60 beds) 


RESIDENT HOUSE SURGEON 


required for Traumatic and Orthopacdic Unit, six 
months’ appointment, suitable for pre-registration 
candidate, Applications, stating age, qualifications. 
and experience, with copies of up to three recent 
testimonials, to Medical Director of Hospital 
immediately. (Pr 4005) 


PAEDIATRICS 
COVENTRY HOSPITALS 


REGISTRAR, PAEDIATRICS 


Non-resident. Experience specialty essential 
Recognized D.C.H. Application forms from Group 
Secretary, Coventry and Warwickshire Hospital, 
Coventry, to be returned by August 12, 1957. Can- 
didates may visit hospitals. (4213) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
Lincoia County Hospital (200 beds) 


WHOLE-TIME RESIDENT REGISTRAR 
(Paediatrics) 


required. Duties include care of sew-born and 
premature babies, exchange transfusions, neonatal 
surgery and dutics at a maternity unit. This post 
Offers excellent opportunity for the study of meta- 
bolic diseases in childhood and infancy. A new 
cubicled unit i being opened. Appointment for 
one year in first instance Apply to Secretary. 
Shefficld Regional Hospital Board. Old Fulwood 
Road, Shefficid, by August 12, 1957, giving aec. 
nationality. qualifications, present and previous 
appointments (with dates), naming three referees. 

(4162) 


THE UNITED LIVERPOOL HOSPITALS 
Liverpool Maternity Hospital 
Applications are invited for a post of 
RESIDENT REGISTRAR IN PAEDIATRICS 
for the year from October 1, 1957, to September 
30, 1958. Annual re-appointment thereafter until 
compietion of the norma! period of training will! 
be considered without necd for further application 
Apply. by August 17, 1957, on form obtainable 
from the Secretary, the United  emeen Hospitals, 
80, Rodney Street, Liverpool, (4291) 


KINGSTON GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Kingston Hospital, Wolverton Avenue, 
Kingston-on- Thames 
Applications are invited from suitably qualified 
medica! officers for the post of 


SENIOR HOUSE OFFICER (Paediatric) 


Vacam on October 1, 1957. Applications. stating 
age, qualifications and experience, with two recent 
testimonials, should reach the Physician Superin- 
tendemt of the hospital within seven days of the 
advertisement. (4163) 


LEICESTER GENERAL HOSPITAL 


Applications are invited for the post of 
SENIOR HOUSE OFFICER, PAEDIATRICS 


vacant October 1. Recognized for the D.C_H. 
Applications, stating age, qualifications and cxperi- 
ence, together with copics of recent testimonials. 
to the Group Secretary, No. 1 Hospital Manage- 
ment Committee, the Leicester Royal Infirmary, 
by August 8. 


THE LEICESTER ROYAL INFIRMARY 


Applications ate invited for the post of 
SENIOR HOUSE OFFICER, PAEDIATRICS 


for a period of 12 months commencing October 1. 
The post is recognized for the D.C.H. Applica- 
tions, stating age. qualifications and experience, 
together with recent testimonials, to the Group 
Secretary. No. 1 Hospital Management Committee, 
the Leicester Royal Infirmary, by August 8. (3811) 


Aus. 3, 1957 


BRITISH MEDICAL JOURNAL 


Paediatrics—contd. 
WARRINGTON GENERAL HOSPITAL 
(344 beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Paediatrics) 

(Male or Female) (Post recognized for D.C.H.) 
The post will become vacant on October 1, 
Scale of salary £819 10s. per annum, less a 
deduction of £150 per annum for residential 
emoluments. Applications to be forwarded to 
Henry L. Boot, Group Secretary, Warrington and 
District Hospital Management Committee, c/o 
General Hospital, Warrington, Lancs, (4084) 


BRIGHTON AND LEWES HOSPITAL 
MANAGEMENT ENT COMMITTEE 


Royal Alexandra Hospital for Sick Children, 
Dyke Read, Brighten (130 beds) 


VACANCY FOR H HOUSE PHYSICIAN 
for six months from late August. Post offers wide 
experience in paediatrics and is recognized for 
D.C.H. Applications, stating nationality and usual 
particulars, together with copics of recent testi- 
monials, to be sent to the Administrative Officer 
as soon as possible. (4351) 


CHILDREN’S HOSPITAL, Sunderiand 


HOUSE OFFICER (Paediatrics) 
male or female, required. Post vacant middic 
August. Provisionally registered practitioners may 
apply. This post gives experience in acute medical 
and surgical diseases, and is recognized for the 
D.C.H. Previous experience, though desirable, not 
essential. Apply, naming two referees, to Hospital 
Secretary, Royal Infirmary, Sundcriand. (4241) 


GENERAL HOSPITAL, Southend-on-Sea 


Applications are invited from fully registered 

practitioners for the post of 
RESIDENT HOUSE PHYSICIAN 
(House Officer grade) 

Post vacant September 5, 1957. Appointment 
primarily to Paediatric Department, with duties in 
Cardiological and Skin Departments. Post recoe- 
nized for D.C.H. Applications, stating age. quali- 
fications and previous experience, with copies of 
recent testimonials, should reach the undersigned 
at the hospital as soon as possible.—J. C. Field, 
Secretary. (4286) 


ROYAL ABERDEEN HOSPITAL FOR SICK 
‘CHILDREN 


HOUSE OFFICER (Pre- or 
required for the period pein 1, 1957, t© January 
31, 1958. The post offers experience mainiy in 
eye and skin conditions and is classified for pre- 
registration purposes as medical. Applications, 
with full details, to Group Medical Superintendent, 
Royal Aberdeen Hospital for Sick Children, West- 
burn Drive, Aberdeen, as soon as possible. (4318) 


ROYAL HAMPSHIRE COUNTY HOSPITAL 
Winchester 


HOUSE PHYSICIAN (Post-registration) 
to the Pacdiatric ly Vacant September 
18. Preference will be given to applicants wishing 
to specialize in paediatrics, The departmem is 
recognized for the D.C.H. Applications, with 
copies of two testimonials, to the Group —: 
(4325) 


HOUSE 
required September 9, 
of three residents. Salary, 
cated. Applications, with copies of testimonials, 
to be submitted by August 10, 1957, to the Secre- 
tary, Southampton Group Hospital Management 
Committee, Bullar Street, Southampton (4408) 


STOKE MANDEVILLE HOSPITAL 
Aylesbury, Bucks (609 beds) 


HOUSE PHYSICIAN 
for the Paediatric Department (18 Medical beds) 
The post qualifies for D.C.H. Additional duties in 
Infectious Diseases Unit, Plastic Unit, and Out- 
patients Department, Roya! Buckinghamshire Hos- 
pital. Recognized pre-registration post, applications 
from regwtered practitioners will be considered. 
Post vacant September 3, 1957. Interview August 
22. Applications, with copies of two testimonials, 
. the Administrative Officer. Closing date i 
( 


THE QUEEN ELIZABETH HOSPITAL FOR 

CHILDREN MANAGEMENT COMMITTEE 
y Road, E.2. E.1, and 
Banstead Wood, Saerrey 


HOUSE OFFICER 
will be made for two consecutive 


HULL “A” GROUP MOSPITAL MANAGE- 
MENT COMMITTEE 


HOUSE PHYSICIAN Unit) 

Duties at the Victoria Hospital for Sick Child- 
ren for three months, followed by three months 
on the pacdiatric wards, Western General Hospital. 
An interesting and varied post which includes out- 
patient and casualty work. This appoin'ment, 
which commences on October 1, 1957, is recognized 
for the DC.H. Apply. giving experience. testi- 
monials, etc., to the Secretary, Western General 
Hospital, Anlaby Road, Hull (4164) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Saint Mary's Hospital (53 paediatric beds) 


HOUSE OFFICER 
Vacant August 15, 1957 
Applications, stating age, experience and quali- 
fications, together with the names of two 
should be forwarded as soon as possible to &. H. 
Hurst, Saint Mary's Hospital, Milton Road. Ports- 
mouth 


READING AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Berkshire Hospital, Reading (398 beds) 


Applications are Invited from registered and pro- 
visionally registered medical practitioners for the 
residem post of 

HOUSE PHYSICIAN 
in the Pacdiatric Department, vacant September 1, 
1957, and tenable for six months. Write, stating 
age, qualifications (with dates), nationality, present 
post, with copy of one recent testimonial. to 


.. ‘of six months, commencing October 1, 1957. 
First period (Hackney Road) as House Physician. 
and second as House Surgeon (Hackney Road) and 
Casualty Officer (Shadwell). Application forms may 
be obtained from the Secretary at Hackney Road, 
and should be returned, with copies of not more 
than three testimonials, not later than August 19, 
1957. (4358 


THE UNITED LIVERPOOL HOSPITALS 
Royal Liverpool Children’s Hospital 


Applications are invited for the post of 
HOUSE SURGEON 
for the Heswall Branch for the period September 
1, 1957, to February 28. 1958. The post is open 
to registered or pre-registration applicants. Apply, 
as soon as possible, on form obtainable from th- 
Secretary. the United Liverpool Hospitals, 80, 
Rodney Street, Liverpool, 1. (4292) 


CITY GENERAL HOSPITAL, Stoke-on-Treat 


HOUSE OFFICER (Paediatrics) 
required, vacant very shortly. Pre-registration post. 
Detailed applications, with copy testimonials, to 
Group Secretary, Princes Road, Stoke-on-Trent. 

(Pr. 3886) 


notes 
orkh@, Glagew, C.3 


There are two veceacies | at the above hospital 
for the posts of 
RESIDENT HOUSE SURGEON 
IN PAEDIATRICS 
for the term commencing August 1. 1957. These 
are pre-registration posts. Applications should be 
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PATHOLOGY 
HAMPSTEAD GENERAL HOSPITAL 


(Royal Free Hospital Group) 
SENIOR REGISTRAR IN CLINICAL 
PATHOLOGY 

Applications are invited from registered medica 
Practitioners (men or women) for the post of 
whole-time non-resident Senior Registrar in Clinical 
Pathology at the Hampstead General Hospital. 
Appointment for one year in the first instance from 
September 1. 1957. Experience in clinical pathol 
is essential, and in addition special interest 
biochemistry would be an advantage. Formal 
applications, stating age, qualifications and experi- 
ence, together with the names of three referees, 
should be sent to the Secretary, Hampstead General 


Hospital, Haverstock Hill, N.W.3, not later than 
August 7, 1957, (3791) 

SOUTH-WEST METROPOLITAN REGIONAL 


HOSPITAL BOARD 
Portsmouth and Isle of Wight Area Pathological 
Service 


Applications are invited for the post of 
REGISTRAR IN PATHOLOGY 
The successful candidate will be expected to do a 
tour of duty im the departments of bacteriology, 
haematology, bistology, and biochemistry at the 
Central Laboratory, and may aiso be required to 
work in any of the Laboratories covered by the 
Service. The Laboratory is recognized for the 
Diploma of Pathology. Vacant October 1, 1957. 
Forms of application may be obtained from the 
Group Secretary, Portsmouth Group Hospital Man- 
agement Committee, Saint Mary's Hospital, Milton, 
Portsmouth, which should be returned to him, duly 
completed, on or before August 12, 1957. Canvass- 
ing will disqualify. Candidates may visit the Cen- 


tral Laboratory, Milton Road, Portsmouth, by 
arrangement with the Senior Pathologist. (4212) 
BARNET GENERAL HOSPITAL 
elihouse , Barnet, Herts (461 beds) 
RESIDENT SENIOR HOUSE OFFICER 
required in Pathological Denartment 
tions, with copies of two recent testimonials, to 


Hospital Secretary. (3069) 
GROUP PATHOLOGICAL LABORATORY 
at St. Mary Abbot Road, 


Kensington, 


SENIOR HOUSE OFFICER (Pathology) 
for duty in the first instance at the Group Labora- 
tory. Resident or non-resident post, with training 
in four branches of pathology. Applications, by 
August 12, 1957, on forms obtainable from Hos- 
pital Secretary. (4276) 


KINGSTON GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


SENIOR HOUSE OFFICER IN PATHOLOGY 
required October 1, 1957 Excellent opportunity 
for basic training in all branches. Applications to 
the Group Pathologist, Kingston Hospital, Kings- 
ton-on-Thames, by August 17, 1957 (4165) 


LEICESTER GENERAL HOSPITAL 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
vacant October 1 Recogn'zed for the D Path, 
Applications, stating age. qualifications and experi- 
ence, together with copies of recent testimonials, 
to the Group Secretary, No 1 Hospital Manage- 
ment Committee, the Leicester Royal Infirmary, 
by August 8. (3812) 


THE LEICESTER ROYAL INFIRMARY 


Avolications are invited for the posts of 
SENIOR HOUSE OFFICER. PATHOLOGY (2) 
vacant October 1. The post is recognized for 
D.Path. and D.C.P. Applications, stating age. 
qualifications and experience. together with copies 
of recem testimonials, to the Group Secretary, 
Leicester No. 1 Hospital Management Committee, 
the Leicester Royal Infirmary, by August 8 (3813) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 14 


Secretary (3941) addressed to the Medical Superintendent. (Pr.4394) 
Established 
1885 


MEMBERSHIP 


(No entrance fee payable by « 


didates for 


EXCEEDS 44,250 


Subscription: £1 each year for first three years for newly qualified entrants, £2 for members of more than three years’ standing 
within one year of registration with the General Medical Council or the Dental Board.) 
Full particulars from the Secretary (Dr. Rosert Forses), The Medica! Defence Union, Lid., Tavistock House South, Tavistock Square. London. W.C.1 


(Recognized by Conjoint Board for D.C.H.) ‘ 
— 
J 
EUSton 
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PHYSICAL MEDICINE 
CAMBRIDGE, ADDENBROOKE’S MOSPITAI 


REGISTRAR of SENIOR REGISTRAR 
in Physica! Medicive 
for one year in first instance from October 1. 
reviewable annually. Higher qualification destrabic 
for senior post. Apply, with full particulars and 
@ames of three referees, to Secretary by August 17 
4227) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


WHOLE-TIME SENIOR ASSISTANT 
PSYCHIATRIST 
required for Carlton Hayes Hospital, Narborough. 
near Leicester Single accommodation availabic 
Salary £1,653 15s. by £52 10s. to £2.126 Ss. Appli- 
cation forms and further details from Senior 
Administrative Medica! Officer, Sheffield Regionai 
Hospital! Board, Old Fulwood Road, Shefficid. 
Forms to be returned by August 24, 1957. (3912) 


PLASTIC SURGERY 
MANCHESTER REGIONAL HOSPITAL BOARD 
South Manchester H.M.C. 


The Board invite applications from regivtered 

Medical practitioners for the post of 
REGISTRAR IN PLASTIC SURGERY 

The duties are largely at the main plastic unit at 
Wythenshawe Hospital, which is a gencral hospita! 
with 71 plastic surgery beds In addition, the 
holder of this post atiends other hospitals where 
plastic surgery is carried out under the dircction 
of the Consultants Applications, stating arc. 
Qualifications, present post, and experience, together 
with the aames of two referees. to the Group 
Secretary, Withington Hospital, Manchester, 20, 
immediately (4379) 


PLASTIC SURGERY, JAW INJURIES AND 
BURNS CENTRE, St. Lawrence Hospital, 
Chepstow, Mon (127 Plastic Sergery, 50 
Orthopaedic beds; 


SENIOR HOUSE OFFICER in Plastic Surgery 
required. There are two residents in Plastic Sur- 
gery and one in Orthopacdics Post tenable six or 
twelve months as desired. and candidates experi- 
enced in another specialty wishing to gain Plastic 
Sureery experience will be considered Salary 
£819 108., lew £150 board residence. Write, quot 
ing two referees, to T. A. Jones, Group Secretary, 
6+ Cardiff Road, Newport, Mon (3201) 


PSYCHIATRY 
INSTITUTE OF CHILD PSYCHOLOGY LID. 
6, Pembridge Villas, 
HONORARY CHILD PSYCHIATRIST 


required two sessions weekly. D.P.M. and experi- 
ence in child psychiatry casential. Opportunity for 


those interested in new methods and research 
Four guineas per session. Apply to the Secretary 
(4035) 


LIVERPOOL REGIONAL HOSPITAL BOARD 
Winwick Hespital 
Applications are invited for the post of 


WHOLE-TIME CONSULTANT PSYCHIATRIST 
AND DEPUTY MEDICAL SUPERINTENDENT 
(Resident 


with duties at the above hospital. Applicants 
should possess the D.P.M. and have had at icast 
seven years’ approved psychiatric experience, includ- 
ing practical knowledge of out-patient work 
Possession of a higher qualification in gencral 


medicine will be considered an edvantage. Forms 
of application from Dr. T. Lioyd Hughes. Senior 
Administrative Medical Officer, Liverpool Regiona! 
Hospital! Board, 19. James Street, Liverpool. 2 
to be returned not later than August 24, 1957 

Vincent Collinge, Secretary to the Board. (4329) 


MANCHESTER REGIONAL HOSPITAL BOARD 
WHOLE-TIME NON. RESIDENT ASSISTANT 
PSYCHIATRIST (S.H.M.0.) 
to the Stockport and Buxton Hospital Centre 
mainiy at Stepping Hill Hospital (535 beds) and Sr 
Thomas’ Hospital (446 beds), Stockport, but 
possibly with some duties in the Ashton, Hyde and 
Glossop Group of Hospitals and at Parkside (Men- 
tal) Hospital. Good experience essential. D.P.M 
desirabic Appointee to work under a Consultant 
and to tive in or sear Stockport. Application forms 
from the Senior Administrative Medical Officer to 
the Board. Cheetwood Road, Manchester 8, to be 
returned by August 19, 1957 (4231) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


ASSISTANT CHILD PSYCHIATRIST 
Hospital Medical Officer gerade. six half- 
days a week, Hertfordshire Child Guidance Service. 
Apolications will be considered for six. four or two 
half-days a week. and candidates should state for 
which they are applying. Candidates may visit by 


Senior 


appointment with the Medical Director, Child 
Guidance Clinic, Hill End, St. Albans. Applica- 
tion forms obtainable from. and returnable to 


Secretary, North-West Metropolitan Regional Hos- 
Board, tla. Portland Place, W.1, before 
September 11, 1957 (4375) 


WESTERN REGIONAL HOSPITAL BOARD 
invited for the following 


Applications are 
appointment : 

WHOLE-TIME ASSISTANT PSYCHIATRIST 
at Woodilee Mental Hospital, Lenzic, scar Gias- 
gow. Salary (at age 32 and over) on the scale 
£1,653 15s. by £52 10s. to £2,126 Ss. Applications 
(16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 
three referees. to reach the Secretary, Western 
Regional Hospital Board, 64, West Regent Strect, 
Glasgow, C.2, not later than 30 days after the 

publication of this advertisement. (4341) 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN PSYCHIATRY 
Stanicy Royd Hospital, Wakefield (2,000 beds). 
Facilities for attendance at the Leeds University 
will be provided if the successful candidate is study- 
ing for the D. P.M. Apnolications, stating age. quali- 
fications and details of present and previous ap- 
pointments (with dates), together with the names 
and addresses of three referees, to the Secretary, 
Joim Registrars Committee, Park Parade, Harro- 
gate by August 15, 1957 (4216) 


LEEDS REGIONAL HOSPITAL BOARD 
SENIOR REGISTRAR IN PSYCHIATRY 
Stanicy Royd Hospital, Wakeficld (2.000 beds), and 
Associated Clinics. It is anticipated that the suc- 
cessful candidate will undertake two clinical ses- 
sions (which may include research) in association 
with the Department of Psychiatry of the University 
of Leeds. Candidates must hold the D.P.M. or 
equivalent qualifications. Married accommodation 
may be available Applications, stating age. quali- 
fictions and details of present and previous ap- 
pointments (with dates), together with the names 
and addresses of three referees, to the Sccretary, 
Joint Registrars Committee, Park Parade, Harro- 
gate. by August 23, 1957 (4215) 


LEEDS REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR IN PSYCHIATRY 
Storthes Hal] Hospital,~Kirkburtos, near Hudders- 
field (2,600 beds), and associated clinics Non- 
resident Applications, stating age, qualifications, 
and details of appointments held. (showing dates) 


and the names and addresses of three referees, to 
the Secretary, Joint Registrars Committee, Park 
Parade, Harrogate, by August 15, 1957 (3887) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


PSYCHIATRIC REGISTRAR 
whole-time, required. Successful applicant required 
to undergo personal analysis, which will be given 
free of charge. Hospital may be visited by direct 
appointment Application forms obtainable from, 
and returnable to, Group Secretary, Central Middile- 
sex Group HM.C.. Acton Lane, N.W.10. by 
August 14, 1957 (4376) 


SOUTH-WEST METROPOLITAN REGION 


Loag Grove Hospital (for Meatal and Nervous 
Disorders), Epsom, Serrey (2,100 beds) 


Applications ere invited for an appointment as 
WHOLE-TIME PSYCHIATRIC REGISTRAR 
The hospital affords opportunity for experience of 
all modern methods of investigation and treatment. 


UNIVERSITY OF DURHAM AND SHEFFIELD 
REGIONAL HOSPITAL BOARD 
JOINT SCHEME FOR 
PSYCHOLOGICAL MEDICIN 
Tres Registrars in Psychiatry The 
Reagistrats will be allotted to cach of the following 
ho«pitais: The Towers, Leicester, Carlton Hayes, 


Leicester, and Rauceby, Sleaford, Lines. 
Appointees to commence in September, 1957 
These posts form a part of the Joint Training 


Scheme in Psychiatry sponsored by the Newcastle 
and Shefficid Regional Hospital Boards in con- 
junction with Durham University. The tenure will 
be subject to annual review and the duties will 
be changed periodically in order to provide vared 
experience, including mental deficiency. The 
norma! period of training will be two to three 
years according to the previous experience of the 
trainee. The regulations for the D.P M. (Durham) 
require mo special course of study for Part | of 
the examination. In order to take Part II the 
candidate will be given six months” study leave 
with pay to attend a full-time course of instruc- 
tion at Newcastle under the acgis of the Profes- 
soria! Department of Psychological Medicine. Full 
particulars of the scheme may be obtained from 


the Senior Ad tive Medical Officer, Shefficid 
Regional Hospital Board, Old Fulwood Road, 
Shefficid. Applications should be made to the 


Secretary of the Board by August 12, 1957, giving 

age, sationality. qualifications, present and previous 

appointments (with dates), naming three — 


WESTERN REGIONAL HOSPITAL BOARD 
SPECIAL TRAINING SCHEME 


Applications are invited for the post of 

REGISTRAR IN PSYCHIATRY 
the appointment to be held for one year at the 
Psychiatric Unit of the Southern General Hospital 
under the direction of the Profesor of Psycho- 
logical Medicine of the University of Glasgow. 
The second year is to be spent at a mental hospital 
or mental bospitals in the region. The aim is to 
provide a comprchensive training im all branches 
of psychiatry Candidates will be selected to 
attend the posteraduate course in psycmatry which 
will be provided by the University of Glasgow 
from January to June, 1958. It is hoped to adver- 
tise a similar post in six months’ time. Applica- 
tions (12 copies), stating date of birth, qualifica- 
tions, experience, present appointment, and the 
names of three referees, to reach the Secretary, 
Western Regional Hospital Board, 64, West Regent 
Street, Glasgow, C.2, by August 17, 1957 (4302) 


GROUP 52 HOSPITAL MANAGEMENT 
COMMITTEE 


St. Aan’s Hospital, Canford Cliffs, Bournemeosth 
(Neeresis Hospital) 


JUNIOR HOSPITAL MEDICAL OFFICER 
whole-time, required. St. Ann's is a 68-bed hos- 
pital for treatment of psychiatric patients without 
legal formalities. The appointment will be for 
three years in the first instance. The hospital may 
be inspected by local arrangement. Forms of 
application can be obtained from the Group Sec- 


retary, Sanatorium, Virginia Water, 

Surrey. (4127) 

GLASGOW, HAWKHEAD (Mental) HOSPITAL 
Crookston Road, Glasgow, S.W.3 


Applications are invited for the post of 
SENIOR HOUSE OFFICER IN PSYCHIATRY 
(male or female, resident or non-resident). The 
post offers wide experience and training in ail 
aspects of psychiatry (in-paticmt and out-patient), 
and all modern methods of treatment are carricd 
out. Recognized for D.P.M Applications. 
together with the names of two referees. should 
be forwarded as soon as posible to Physician 
Superintendent at above address (4333) 


SEFTON GENERAL HOSPITAL, Liverpool, 15 
(995 beds) 


Applications are invited for the appointment of 
PHYSICIAN 


) 
for the Male Mental Unit at the above-named hos- 
pital, for six months commencing September 1. 


There is an extensive out-paticnts’ service and ; - 
facilities are given to study for the D.P.M. (The 1957. The post is recognised for pre-registration 
hospital is approved for the Conjoimt D.P.M.) purposes. Applicatior forms obtainable from the 
Forms of application may be obtained from the undersigned, to whom they should be returned as 
Secretary, and should be returned to him mot later | 800M_as possible—-Garnet Chaplin, Secretary to 
than two weeks after the appearance of this | the Committee. (Pr.4369) 
advertisement. Candidates will be welcome to visit 
the hospita! by appointment with the Physician 
Superintendent. (2252) | RADIOLOGY 
UNIVERSITY COLLEGE HOSPITAL LEEDS REGIONAL HOSPITAL BOARD 
Gower Street, W.C. 
PART-TIME CONSULTANT IN RADIOLOGY 
licati invited for the post (eight notional half-days per week 
ees os peng bal for duties at hospitals in the Hul) area The per- 
Apolicat'ons (12 


in the Department of Psychological Medicine for 
one year in the first instance, to start as soon as 
Possibie Applications, with names of two 
referees, to Administrator and Secretary by August 

19, 1957. (4334) 


som appointed to reside in Hull. 
copies), stating age. qualifications, and details of 
present and previous appointmen’s (with dates), and 


Mames and addresses of three referees, to the Sec- 
retary, Park Parade, Harrogate, August 19, 
1957. 217) 


| 
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Radiology—contd. 
MANCHESTER REGIONAL HOSPITAL BOARD 


WHOLE-TIME NON-RESIDENT ASSISTANT 
RADIOLOGIST (S.H.M.O.) 


Burnicy and District Hospital Centre, mainly at 
the Victoria Hospital. Burnley, but including duties 
at Burnicy General and Reedyford Memorial Hos- 
p'tals Good experience and higher qualifications 
required. Appointee to live in or near Burnicy 
Application forms, from the Senior Administrative 
Medicai Officer to the Board, Cheetwood Road, 
Manchester, 8, to be returned by August 8 

2) 


UNITED MANCHESTER HOSPITALS 


Manchester Royal Infirmary, Manchester, 13 
REGISTRAR 
of Radiology 
to commence early in October. Whole-time, non- 
resident appointment. for 12 months, renewable 
Application form, obtainable from the unders gned. 


to che 


to be returned not later than August 24, 1957.- 
G. H. Taylor, Secretary (4395) 
RADIOTHERAPY 
THE UNITED NEWCASTLE UPON TYNE 
HOSPITALS 


Applications are invited for the whole-time, non- 
residemt post of 


SENIOR REGISTRAR RADIOTHERAPIST 


in the first year tenable at the Royal Victoria 
Infirmary Candidates should hold a recognized 
Dipicma in Radiotherapy or a higher qualification 
in medicife Or surgcry The appointment is for 
one year in the first instance. and may be renewed 
to a maximum of four years. In any reappoin:- 
mem the successful candidate may be required to 
undertake duty in a hospital under the New-astic 
Regional Hospital Board The appointment will! 
be subject tw the terms and conditions of service 
of hospital medical staff in the National Health 
Service Applications, giving full details and the 
mames and addresses of three referees, should be 
sem to the undersigned within two wecks of the 
appearance of this advertisement.—A. W. Sander- 
son. House Governor and Secretary, Royal Victoria 
Infirmary, Newcastle upon Tyne, (4306) 


THE UNITED NEWCASTLE UPON TYNE 
HOSPITALS 


Applications are invited for the non-resident 


appointment of 
REGISTRAR in the Department of Radiotherapy 


at the Royal Victoria Infirmary. The appointment 
will be for one year in the first instance and 
subiect to the terms and conditions of service of 
hospital medical staff. Opportunities will be given 
for study for the D.M.R.T. Applications, giving 
full details and the names and addresses of three 
referees, should be sent to the undersigned within 
two weeks of the appearagce of this advertise- 


ment—A. W. Sanderson, House Governor and 
Secretary. Royal Victoria Infirmary, Newcastle 
upon Tyne. (4307) 
RHEUMATOLOGY 


LIVERPOOL REGIONAL HOSPITAL BOARD 
Birkenhead General Hovpital 


Applications are invited for the post of 
PART-TIME CONSULTANT PHYSICIAN 


giving one notiona) half-day to the Rheumatism 
and Arthritis Clinic at the above hospital. Appli- 
cants must have a higher qualification in medicine 
Forms of application from Dr. T. Lioyd Hughes. 
Senior Administrative Medical Officer, Liverpool 
Regional Hospital Board, 19, James Street, Liver- 
pool, 2, to be returne@ not later than August 24, 
1957.—-Vincent Collinge, Secretary to the nae 


CANADIAN RED CROSS MEMORIAL 
HOSPITAL, Taplow, Maidenhead 


Applications invited for post of 
HOUSE PHYSICIAN 


to Special Unit for research in Juvenile Rheu- 
matism. Post offers scope for those interested in 
fescarch. pacdiatrics, rheumatology or cardiology. 
Applications, stating age, qualifications and experi- 
ence, with copies of two is, to Se y. 

(3892) 


SURGERY 
BIRMINGHAM ACCIDENT HOSPITAL 
Bath Row, Birmingham, 15 (215 beds) 


SURGICAL REGISTRAR 

Duties with accident surgery team and possibility 
of twansfer to Burns Unit. General surgical ex- 
perience essential. Higher qualification an advan- 
tage. Application form from Secretary, Birming- 
ham (Selly Oak) H.M.C.. Oaktree Lane, Birmine- 
ham, 29, to be returned by August 12, 1957. Can- 
didates may visit hospital (4218) 


LEEDS REGIONAL HOSPITAL BOARD 

REGISTRAR IN GENERAL SURGERY 
at hospitals in the York (A) Group (150 general 
surgical beds). Non-resident. If desired, the duties 
may be altered to include a proportion of Ortho- 
paedic Surgery Recognized for FRCS. May 
include some duties in the Casualty Department. 
Applications, stating age, qualifications and details 
of present and previous appointments (with dates), 
together with the names and addresses of three 
referees, to the Secretary, Joint Registrars Com- 
mittee, Park Parade, Harrogate, by August 15. 
1957. (4219) 


MANCHESTER REGIONAL HOSPITAL BOARD 
Salford Hospital Management Coaunittee 
SURGICAL REGISTRAR 


required at Hope Hospital, Salford, 6. Vacant 
now. A _ busy general hospital offering excellent 
experience Recognized for F R.CS Applica- 


tions, with names of two referees, should be sent 
to the Group Secretary, Salford Royal Hospital. 
Salford, 3, before August 17, 1957. (4352) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


WHOLE-TIME SURGICAL REGISTRAR 
required at Central Middlesex Hospital, Park Roya! 


London, N.W.10. Post now vacant. Appointment 
for one year in the first instance. Application 
forms from. and returnable to. Group Secretary 
Centra! Middlesex Group Hospital Management 


Committee, Park Royal, N.W.10, by August 10. 
1987 (3949) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


RESIDENT SURGICAL OFFICER 
(Registrar grade) 
Northern Hospital. Holloway, 


Daties include super- 
and acting as General 


required at Royal 
London, N.7 (279 beds). 
vision of House Officers 
Practitioner to resident staff. Post is recognized 
for FR.CS Candidates may visit hospital by 
direct appointment Application forms obtainable 
from, and returnable to, the Secretary, Royal 
Northern Hospital, N.7, by August 13, 1957, 
(4359) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Harlow Wood Orthopaedic Hospital (328 beds) 
(Recognized for the F.R.C.S.) 


WHOLE-TIME RESIDENT SURGICAL OFFICER 
(Registrar grade) 


required. Post offers long-term training in ortho- 
peedics and traumatic surgery. Opportunity for 
hand surgery work. Appointment for one year in 
first instance. Apply to Secretary, Sheffield 
Regional Hospital Board, Old Fulwood Road, 
Shefficld. by August 12, 1957, giving age, nation- 
ality. qualifications, present and previous appoin:- 
ments (with dates), naming three referees. (4166) 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for an appointment as 
WHOLE-TIME REGISTRAR IN GENERAL 
SURGERY 


to fill a vacancy in the approved traince establish- 
ment at the Lewisham group of hospitals. The ap- 
poimument will be im accordance with the Terms 
and Conditions of Service of Hospital Medica! and 
Dental Staff (England and Wales), and will be tor 
one year in the first instance. Applications, giving 
particulars of age, qualifications and experience, 
with relevant dates, together with the names and 
addresses of two referees, to be sent to the Secre- 
tary, Registrars Committee, South-East Metropoll- 
tan Regional Hospital Board, 11, Portland Place, 
Londos, W.1, not later thas August 17, 1957 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Princess Beatrice Hospital, Earls Court, S.W.5 


SURGICAL REGISTRAR (General Surgery) 
Resident. Application forms from the Group Sec- 
retary, St. Luke's Hospital, Sydney Street, Chelsea 
S.W.3, to be returned within 14 days of date of 


advertisement. (E.F.S.A.E.) (4339) 
SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


South Lendon Hospital for Women asd Childres, 
Clapham Common, §.W.4 


Applications are invited from registered womes 
medica! practitioners for the post of full-time 


SURGICAL REGISTRAR 
(recognized for the F.R.C.S.). Resident or non- 
resident (if living near the hospital). Vacant 


shortly. The appointment is normally for two years 
but subject to review at the end of the first year. 
Canvassing will disqualify, but candidates are not 
precluded from visiting the hospital ff they so 
desire. Forms of application from the Secretary, 
Lambeth Group Hospital Management Committee, 
Renfrew Road, S.B.11, to whom completed appti- 
cations shoul@ be returned not later than August 
24, 1957. (41%) 


THE UNITED BIRMINGHAM HOSPITALS 


Applications are invited for the appointment of 
SURGICAL REGISTRAR (Senior Registrar grade) 
to the United Birmingham Hospitals. The appoint 
ment will be for one year in the first instance and 
subject to annual review. The successful candi- 
date may subsequently be required to spend not 
more than two years in a selected hospital ot the 
Birmingham Regional Hospital Board in acc. -d- 
ance with an arrangement for the interchange of 
Registrars agreed between the two Boards. Candi- 
dates must be registered medical practitioners and 
should possess the F.R.C.'S. The appoimmen is 
nonmtesidemt but the successful candidate will be 
expected to take his turn of overnight reception 
duties. Forms of application may be obtained from 
the Secretary. United Birmineham Hospitals, Queen 
Elizabeth Hospital, Birmingham, 15. and should 
be returned not later than August 24, 1957. (€4240) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 14 


ABSTRACTS OF WORLD MEDICINE. 


Each monthly issue contains abstracts of articles selected for their importance 
from over 1,600 medical periodicals published throughout the world. Adstracts 
of World Medicine covers the whole field of medicine and brings together from 
widely scattered sources the most recent contributions to medical progress, 
abstracted fully enough to indicate their nature and value to the general reader 
and to enable the specialist to assess their importance in relation to his own 
work. Abstracts of World Medicine provides a guide to the literature in 
languages with which the reader is unfamiliar and a means of keeping abreast 
of developments in all branches of medicine. 


Annual Subscription (12 issues) £4 4s. U.S.A, and Canada $13.50 


BRITISH MEDICAL ASSOCIATION 


B.M.A. House, Tavistock Square, London, W.C 1 
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Surgery —contd. 
WHITTINGTON HOSPITAL, London, N.19 


SURGICAL REGISTRAR 
required September 2, 1957. Gencral Surgical Unit 
of 56 beds. Hospital may be visited by direct ap- 
Application forms obtainabic from, and 
returnable to. Group Secretary, Archway Group 
H.MC.. 46, Cholmeley Park, N.6, by August 13, 
1957 (4221) 


FARNHAM GROUP HOSPITAL MANAGEMENT 
COMMITIEE 


Farnham Hospital, Hale Road, Fareham (178 beds) 
of SENIOR SURGICAL HOUSE 
OFFICER 


Orthopaedics and Generali Surgery. 
commencing August 26. Medical Whitiey Counci! 
salary scales and conditions Applications, with 
ful! personal details, to the Medical Superintendent 
(4017) 


for Casualty 


NORTH AND MID-CHESHIRE HOSPITAL 
MANAGEMENT COMMITTEE 
Altrincham General Hospits! 


ASSISTANT SENIOR SURGICAL OFFICER 
UAM.O. grade) 
Applications are invited for this post in a hos- 


pital of 130 acute beds with a busy Casualty 
Department The appomtee would be required w 
exercise control of this department and also to 
assist R.S.O. with the genera! surgical work of 
the hospital The post offers excellent oppor- 
tunities of practical experience and postgfaduate 
study to suitably qualified candidates and par- 


ticularly those studying for higher surgical quali- 
fications. Applications, with names of two referees 
to Group Secretary. Sinderiand Road. Altrincham 

(3896) 


ASHFORD HOSPITAL, Ashford, Kent 


Applications are invited for the gopclemens of 
SENIOR HOUSE SURGEO 

at the above hospital. The —- which 
will be vacant at the end of August, is recognized 
by the Royal College of Surgeons for the Fellow 
ship examination, and will be tenable for a year 
Salary £819 108. a year, jess @ deduction of £150 
a year for residential emoluments. Applications 
stating age qualifications, and the names and 
addresses of two referees, should be made to the 
Group Secretary, “ Ash-Eton,.”” Radnor Park West 
Folkestone (4363) 


BALLOCHMYLE HOSPITAL, Ayrshire 
SENIOR HOUSE OFFICER (Surgical) 


Vacant August 10 Offers wide experience 
general sureery under Consultant supervision. 
Recognized Resident Married accom- 
modation availabie Whitley terms Apply Area 
Medical Superintendent Baliochmyle Hospital, 
Mauchline (Tel. Catrine 281). (4246) 


BOARD OF MANAGEMENT FOR THE LOWER 
BANFFSHIRE HOSPITALS 
Applications are invited for the post of 
SENIOR HOUSE OFFICER in General Surgery 
at the Chaimers Hospital, Banff The pow is 
resident Applications, giving details of qualifica- 
tions and experience. with the names of two 
referees, should be lodged with the Group Secre- 
tary, St. Catherines, Banff (4397) 


BOARD OF MANAGEMENT FOR GLASGOW 
NORTHERN HOSPITALS 


Applications ate invited for the vost of 
SENIOR HOUSE OFFICER 
in the Surgical Unit at Western District Hospital, 
Giasgow. The apnrointment will be for one year 
in the first instance Applications, stating age, 
qualifications, experience and present appointment, 
and naming two referees. to be lodged with the 
Secretary. 13, Woodside Place, Glasgow, C.3_ by 
August 17. 1957 (4396) 


DERBYSHIRE ROVAL INFIRMARY, Derby 
(416 beds) 


HOUSE SURGEON (Pre-registration) or 
SENIOR HOUSE OFFICER (General Surgery) 
Vacant mid-September. Recognized for FR CS 

if held by Senior House Officer. Apply. stating full 


details, with copies of two recent testimonials, to 
Secretary (4167, 
DONCASTER HOSPITAL MANAGEMENT 


COMMITTEE 


Doocaster Royal tefirmary (330 beds) 


Aoplications are invited for the post of 
HOUSE SURGEON 
(latern or Senior House Officer) 
Post recognized for FRCS Applications to the 
Group Secretary at Doncaster Royal mer 
(3897) 
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DORKING GENERAL HOSPITAL 
Horsham Road, Dorking, Surrey 
SENIOR HOUSE OFFICER 
Applications are invited for the post of Senior 


House Officer (General Surgery, Casuaity, Ortho- 
pacdics and E.N.T.). Vacant on September | 
1957, Recognized for the F.R.C.S. Marricd 


Quarters may be available to suitable applicant. 
Apply. with testimonials, to the Medica! Superin- 
tendent, Dorking General Hospital. (4168) 
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STEPPING HILL HOSPITAL (531 beds), Stockport 


Applications are invited for the post of 
RESIDENT SENIOR HOUSE OFFICER 
(Surgery) 

(vacant September 1, 1957). The post is recognized 
for the F.R.C.S. Applications, stating age, experi- 
ence and qualifications, together with copies of 
two testimonials, to be addressed to the Group 
Secretary, Stockport and Buxton H.M.C., 59B, 
Shaw Heath, Stockport. (4398) 


GENERAL HOSPITAL, Nottingham 


SENIOR HOUSE OFFICER (Sergery) 
required ; duties to commence about mid-August 
Applications, stating age. qualifications and experi- 
ence and nationality, together with copies of testi- 
monials, to be sent to the Group Secretary, 
General Hospital, Nottingham (3209) 


GENERAL HOSPITAL, Sunderiand 


SENIOR SURGICAL HOUSE OFFICER 
required, male or female (resident). Post recog- 
nized for F.R.C.S. Post vacant August 21, 1957. 
Apply in writing, naming two referees, to Hospital 
Secretary, General Hospital, Chester Road, Sunder- 
land (4242) 


GRIMSBY HOSPITAL MANAGEMENT 
COMMITTEE 


County Hospital, Louth, Lines (215 beds) 


SENIOR HOUSE OFFICER (Surgice!) 
Applications are invited for the above post, 
vacant August 31, 1957, at this general hospital 
Applications, giving full details. together with the 
names of two referees, should be addressed to the 
Hospital Sccretary (3819) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Hemlington Hospital, Middlesbrough (282 beds) 


Applications are invited for the appointment of a 
SENIOR HOUSE OFFICER (Surgery) 
at the above-named hospital. which is situated in 
a rural arca within easy reach of Middlesbrourh, 
and docs not have a casualty department The 
appointment is recognized for the F.R.C.S. exam- 
ination and includes duties in connection with 
acute surgical and plastic surgery cases. Applica- 
tions, with full details and two referees, should 
be addressed to the Hospital Secretary. (3503) 


THE ROYAL MARSDEN HOSPITAL 
Fulham R W.3 


& 


Applications are invited for the post of 
RESIDENT SURGICAL OFFICER 
(Senior Howe Officer) 
to commence duty on September |, or as soon 
as possible after that date. The appointment is 
for a period of 12 months. Preference will be 
given to Fellows of the Royal College of Surgeons. 
Forms of application are obtainable from the 


House Governor, to whom applications, together 
with copies of three recent testimon als, should be 
sent not later than August 17, 1957. (4335) 


MOORG ATE HOSPITAL, Rotherh 
M2 ds, 38 cots) 


SENIOR HOUSE OFFICER (Sergery) 
required. Residential emoluments £150 per annum 
Appheations to the Secretary. Hospital Management 
Committee “Fern Bank.” Doncaster Road, 
Rotherham (3900) 


NEWCASTLE GENERAL HOSPITAL 
Newcastle Tyne Hospital Management 
Committee 


SENIOR HOUSE OFFICERS (Two) 


General Surgery. Resident posts One vacant 
August 14. one vacant October |. 1957. both 
recognized for F.R.C.S Applications, together 


and addresses of two referees, 
Newcastle General 
(4250) 


with the names 
should be sent to the Secretary, 
Hospital, Newcastic upon Tyne 


NOTTINGHAM city _HOSPITAL (811 beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (General Surgery) 
vacant September 16. 1957. The post is approved 
for the F.R.C.S. The officer appointed will also 
be required to undertake certain duties in the 
Orthopacdic Department. A deduction of £150 per 
annum will be made for residential emoluments. 
Applications. stating age, nationality, qualifications 
and experience, together with copies of not more 
han three testimonials, to be sent to the Hospital 
Secretary. City Hospital, Hucknall Road, Nott'ng- 
ham (4353) 


PORT TALBOT GENERAL HOSPITAL 
Hospital Road, Port Talbot (85 beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (General Surgery) 
The successful applicant will work under the 
supervision of the Consultant Surgeon based on 
Neath General Hospital, Neath. Applications, 
naming two referees, to be addressed to the Group 


Secretary, Mid-Glamorgan Hospital Management 
Committee, 8, Wind Street, Neath (4259) 
ROTHERHAM HOSPITAL, Doncaster Gate 


(161 beds) 
MOORGATE GENERAL HOSPITAL, Rotherham 
(342 beds, 38 cots) 


LOCUM SENIOR HOUSE OFFICER 
(Casualty, E.N.T. and Eye Department) 
Residential emoluments £150 per annum. Appili- 


cations to the Secretary. Hospital Management 
Committee. “Fern Bark,” Doncaster Road, 
Rotherham. (4141) 


ROTHERHAM HOSPITAL (161 beds) and 
MOORGATE GENERAL Rotherham 
(342 beds, 36 cots) 


SENIOR HOUSE OFFICER 
(Casualty, E.N.T. and Eye Departments) 
Residential emoluments £150 per annum. Appli- 


cations to the Secretary. Hospital Management 
Committee, “Fern Bank.” Doncaster Road. 
Rotherham. (3901) 


VICTORIA HOSPITAL, Worksop, Notts 
119 active surgical beds 


Applications are invited for the post of 
PRE-R REGISTRATION HOUSE SURGEON OR 
SENIOR HOUSE OFFICER (Sergical) 
vacant mid-August. Dutics to include orthopaedic 
and E.N.T. departments and a certain amount of 
casualty work. Applications, with copies of two 


recent testimonials or names for reference, to be 
semt to the Group Secretary. P.O. Box No. 2, 
Victoria Hospital, Worksop, Notts. (3847) 


WEST WALES HOSPITAL MANAGEMENT 
COMMITTEE 
West Wales General Hospital, Carmarthen 
(188 beds) 
seeenenes SENIOR HOUSE OFFICER (Surgical) 


Applications are invited for the above post, which 
is now vacant. Salary and conditions of 
as laid down by the Ministry of Health. Appili- 
cations, stating age. qualifications, experience and 
nationality, with names and addresses of three 
referees, to the Group Secretary, West Wales Hos- 
pital Management Committee, Glangwili, Car- 
marihen. (4222) 


WHITEHAVEN HOSPITAL, Cumberiand 
(119 beds) 
(Pre-registration post. Recognized F.R.C.S Ed.) 


HOUSE 
+ second or §.H.0. 
Vacant middie of August Detaled application, 
with dates and names of two referees, to Secretary, 
Workington Infirmary, Cumberiand. (3561) 


YORK “A” AND TADCASTER HOSPITAL 
MANAGEMENT COMMITTEE 


York Military Hospital (Civilian Wing) (60 beds) 


SENIOR HOUSE OFFICER 
required from August 10. 1957, resident or non 
resident, There are 30 general surgical beds and 
30 medical beds. The hospital is associated win 
the County Hospital (general hospital of 269 beds) 
where relief casualty <nd emergency work and 
relief work for house surgeons may be undertaken 
and where residence can be provided Salary 
*819 10s. per annum, less £150 per annum if resi- 
dent. Applications, stating agc nationality, 
experience, qualifications, and names of two 
referees. to Group Secretary, Bootham Park we. 
immediately. (3829) 


BURY AND ROSSENDALE HOSPITAL 
MANAGEMENT COMMITTEE 


Bury General Hospital 
Rossendale General Hospital 

Applications are invited for the posts of 

HOUSE IN SURGERY 
at the above hospitals. The posts are vacant now, 
Apply. stating full details and names of two 
referees, to H. Wi'kinson. Esq.. Group Secretary, 
Bury Genera) Hospital. Bury. Lancs. (4284) 


— 


Aus. 3, 1957 


Surgery—contd. 


CAERNARVON AND ANGLESEY HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for two posts of 
HOUSE SURGEON 

at cach of the following bospinals : Llandudno 
General Hospital, Liandud (rec ized = for 
F.R.C.S.), and Caernarvon and Anglesey General 
Hospital, Bangor (recognized for F.R.C.S.). The 
appointments are for a period of six months. 
Salary and conditions of service in accordance 
with those approved by the Ministry of Heaith. 
Applications, stating age, qualifications and experi- 
ence, together with the names and addresses of 
two referees, to be forwarded to the Group Secre- 
tary, Plas Gwyn, Ffriddoedd Road, Bangor, within 
ten days of the appearance of this a. 
(4294) 


CENTRAL MIDDLESEX HOSPITAL 
Park Royal, N.W.10 


RESIDENT HOUSE OFFICER 
required in General Surgical and Urological Depart- 
ment. Post vacant September 1, 1957. Post recog- 
nized for F.R.C.S. Applications, with two testi- 
monials, to Medical Director by August 9, 1957 

(4377) 


ESSEX COUNTY HOSPITAL, Colchester 
(185 beds) 


Applications invited for post of 
HOUSE OFFICER (Surgical) 
First, second, third or pre-registration post, tenable 
for six months. Recognized for F.R.C.S. Appli- 
cations, with copies of three testimonials, to Group 
Secretary, Colchester H.M.C., 14, Pope's Lane. 
Colchester, Essex. (4313) 


LAW HOSPITAL, Carluke, Lanarkshire 


Applications are invited for the post of 
HOUSE OFFICER (Surgical) 
(pre- or post-registration) 
for the six months commencing August 1, 1957. 
Applications, stating age, qualifications and previous 
experience, together with the names of two referees, 
should be submitted to the Group Medica! Superin- 
tendent. Law Hospital, Carluke (4027) 
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STAINES GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Achford Hospital, Ashford, Middlesex (560 beds) 


RESIDENT HOUSE OFFICER 
required for general surgical and medical duties. 
Six months’ appointment, not suitable for pre- 
registration candidates. Applications, stating age, 
qualifications and experience, with copies of up 
to three recent testimonials, to Medical Director 
of bospital imm-diatety (4378) 


BARROW AND FURNESS HOSPITAL 
MANAGEMENT COMMITTEE 
North Lonsdale Hospital 
App'ications are invited for the resident post ot 
HOUSE OFFICER (Surgical) 
(recognized for pre-registration) at the North 
Lonsdale Hospital, Barrow-in-Furness. Post avail- 
able beginning of September. Recognized for 
F.R.C.S. Applications to the Group Secretary. 
105, Abbey Road, Barrow-in-Furness. (Pr.4367) 


— 


VICTORIA CENTRAL HOSPITAL (135 beds) 


Applications are invited for the following 
resident appointment, vacant now. This post is 
approved as a pre-registration post. 

ONE HOUSE SURGEON 
Salary £467 10s. to £577 10s. according to experi- 
ence, less £125 per annum for board, \odging, etc. 
Terms and conditions of service in accordance 
with the regulations of the Ministry of Health 
Applicatiors, giving details of age. nationality. 
qualifications and experience, together with the 
names of three persons for reference. to the 
Administrative Officer, Victoria Ceatral Hospital. 
Liscard Road, Wallasey. Cheshire. (6024) 


VICTORIA CENTRAL HOSPITAL, Wallasey 
(135 beds) 


Applications are invited for the following resident 
appointment, which falls vacant on September 1, 
1957, and will be for a period of six months. This 
post is approved as a pre-registration post : 

ONE HOUSE SURGEON 

(The appointment is approved by the Royal College 
of Surgeons as training post for F.R.C.S.) Salary 
46/ lus. /£577 10s. per annum, according to 
peciemee, less £125 per annum for board, lodging. 
etc, Terms and conditions of service in accordance 
with the regulations of the Ministry of Health. 
Applications, giving details of age, nationality, 
qua ifications and experience, together with 

names of three persons for reference, to the 
Administrative Officer, Victoria Central Hospital, 
Liscard Road, Wallasey, Cheshire (9576) 


VICTORIA HOSPITAL, Romford, Essex (9 beds) 


RESIDENT HOUSE SURGEON (Male) 
required immediately. (Not pre-registration ap- 


MILE END HOSPITAL. Bancroft Road. 
Loaden, E.1 (484 beds) 


HOUSE SURGEON (Pre- of post-registration) 

Post vacant Augdst 25. 1957. Application forms 
obtainable from Physician Superintendent, should 
be returned by August 9, 1957, with copies of 


not more than three testimonials. (3993) 
NATIONAL. TEMPERANCE HOSPITAL 
hospital of we Hampstead 


Applications are invited to fill the under- 
mentioned post : 

HOUSE SURGEON (General, pre-registration) 
Applications by post-registration candidates will 
also be considered. Applications, stating age. 
qualifications, experience, together with the names 
and addresses of two referees, to be forwarded 
to Hospital Secretary by August 13. (4277) 


OLDCHURCH HOSPITAL, Romford, Essex 
(722 beds) 


RESIDENT HOUSE SURGEON 
required from September 11, 1957, in the Generai 
Surgical Unit. Recognized for F.R.C.S. Open 
to cither pre-registration applicants or to fullv 
qualified practitioners. This very active unit of a 
total of approximately 180 beds affords ample 
opportunities for candidates to obtain first-class 
tuition and experience. The candidate appointed 
will be attached to a unit of approximately 60 
beds. Applications should be forwarded to the 
Grouo Secretary, Romford Group H.M.C., Ojd- 
church Hospital, Romford. (3903) 


ROYAL BERKSHIRE HOSPITAL, Reading 
(398 beds) 


Applications are invited from registered and 
provisionally registered medical practitioners, male 
and female, for resident post of 

HOUSE SURGEON 
vacant September 1, 1957, and tenable for six 
months Write, before August 15, stating age, 
qualifications (with dates), nationality, present post. 
with copies of two recent testimonials, to Secretary 
(3981) 


AMENDED ADVERTISEMENT 
SHETLANDS HOSPITAL GROU 

5, Geoodiad Crescent, Lerwick, 
Applications ate invited for 

RESIDENT HOUSE OFFICER IN GENERAL 

SURGERY 
Salary £627 10s. per annum, less £125 per annum 
for board and lodging. (3994) 


pc ) Applications should be forwarded to 
the Secretary, Romford Group H.M.C., Oldchurch 


BEXHILL-ON-SEA, BEXHILL. HOSPITAL 
(62 beds) ; 


HOUSE SURGEON 


resident. required. Pre-registration post, vacant 
now. National scales of salary. Apply Horpital 
Administrator. (Pr 4169) 


BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT ENT COMMETTES 


Victoria Hospttal, Acer Accrington (114 beds) 


HOUSE SURGEON 
required for September 6, 1957. Post recognized 
for F.R.CS. and approved for pre-registration 
purposes. Applications to Group Secretary, H.M.C. 
Office. Royal Infirmary, Blackburn 3848) 


DARLINGTON MEMORIAL HOSPITAL 
(303 beds) 


Applications are invited for the post of 
RESIDENT HOUSE SURGEON 
(approved pre-registration appointment) 
which post is recognized for the F.R.C.S.(Bneg.). 
Salary im accordance with aational scale. Post 
vacant September. Apply, giving age refer- 
ences, to the undersigned forthwith.—G. Beck- 
with, Group Secretary “ee 4373) 


DERBY NO. 1 HOSPITAL MANAGEMENT 
COMMITTEE 


City Hospital, Derby 
Applications are invited for the following posts : 
HOUSE SURGEONS (two vacancies) 
(pre- ration) 
Both posts are recognized for the F.R.C.S. and 
will be vacant September 11, 1957. Applications, 
stating full details, together with copies of two 
recent testimomals, should be sent to the Medical 
Superintendent. City Hospital, Derty, as soon as 


Hospital, Romford (6766) Possible. (Pr.4170) 
WANDSWORTH HOSPITAL GROUP DREADNOUGHT rg HOSPITAL 
S. 

St. James’ Hospital, Balham, London, S.W.12 
HOUSE SURGE (Pre-registration) 
HOUSE SURGEON (General Surgery) on September 4. Applications, stating 


Post vacant September 17. Applications, stating 
age. qualifications, experience, and two referees, 
to Group Secretary at above address by August 14. 
(0373) (4360) 


required 

age, nationality, qualifications and experience, ant 
giving the names of three recent referees, should 
be sent to the Secretary at the above address not 
later than August 10, (Pr.4380) 


WARRINGTON GENERAL HOSPITAL 
(344 beds) 


Applications are invited for 
HOUSE SURGEON (Male or Female) 
(Recognized for pre-registration) 

Salary wili be £467 10s. to £577 10s. per annum, 
less a deduction of £125 for full cesidentia! emolu- 
ments. The staffing of the surgical unit consists of 
a Registrar and two House Surgeons. The post 
offers a comprhensive training in surgery. Apply, 
giving full particulars, to the undersigned.—Henry 

. Boot, Group Secretary, Warrington and District 


Hospital Management Committee, ¢/o Geacral 
Hospital. Warrington, Lancs. (9304) 
WARRINGTON INFIRMARY (172 beds) 


Applications are invited for the post of 
HOUSE SURGEON (Male or Femate) 
(Recognized for pre-registration) 

Salary will be £467 10s. to £577 10s. per annum, 
less a deduction of £125 for full residential emotu- 
ments. Applications should be sent to Henry L. 
Boot, Group Secretary, Warrington and District 


Hospital Management Committee, ¢/o General 
Hospital, Warrington, Lancs. ($624) 


WESTWOOD HOSPITAL, Beverley, Yorkshire 
(229 acute beds) 


HOUSE SURGEON (First, second or third post) 

Vacant soon. General surgical duties, some 
orthopaedics. Offering good opportunities for 
genera! experience in busy acute general hospital. 
Recognized for F.R.CS. Approved tra- 
tion post. Married quarters may be 
Applications to Group Secretary. (4142) 


BARNSTAPLE, NORTH DEVON INFIRMARY 
(105 beds) 


HOUSE SURGEON (pre-registration) 
required. Post vatant September 4. 1957. Appii- 
cations to Group etary, North Devon H.M.C. 
19, Alexandra Road, Barnstaple. (Pr.4038) 


EPSOM DISTRICT HOSPITAL, Dorking Road, 
Epsom, Surrey 


RESIDENT HOUSE SURGEON 

required immediately. Pre-registration post. Recog- 
nized for F.R.C.S. Application, stating age, quali- 
fications and experience, with copies of two recent 
testimonials, should be sent as soon as possible to 
Group Secretary at above address (Pr 4171) 


GENERAL HOSPITAL, Hereford (154 beds) 


HOUSE OFFICER (General Surgery) 
required, pre-registration post. Hospital recognized 
by R.C.S. Duties include care of general surgical 
beds and in addition, for three months, of ortho- 

pacdic beds and for three months of E.N.T. beds. 
Application, with copies of two testimonials, to 
be sent to the Group Secretary, Victoria House, 
Eign Street, Hereford. (Pr.4261) 


HERTS AND ESSEX GENERAL HOSPITAL 
Bishop's Stortford, Herts (400 beds) 


Applications are invited for the post of 
HOUSE OFFICER SURGICAL 
(pre-registration). Salary £467 10s, 
per annum, less £125 in respect 
emoluments. Appointment to commence immedi- 
ately. Applications, stating age, nationality, quali- 
fications and experience, with copies of two recent 
testimonials or the names of referees, to the Hos- 
pital Secretary. (Pr.4234) 


HUDDERSFIELD HOSPITAL MANAGEMENT 


Huddersfield Royal Infirmary (285 beds) 


HOUSE SURGEON 
required to commence duty immediately. The post 
is recognized as a pre-registration appointment and 
for the F.R.C.S. Salary im accordance with 
national scales. Apolications, together with 
of three recent testimonials. to be a 
the undersigned as soon as possibic.—Hi 
son, Secretary to the Management Cami 
Royal Infirmary, Huddersfield. Wr 


| 

— 

— 

COMMITTEE 1 


30 


Surgery —contd. 
KING'S LYNN AREA HOSPITALS 
MANAGEMENT COMMITTEE 


West Norfolk and King’s Lyan General Hospital 
(146 beds) 


Applications are invited for the past of 
RESIDENT HOUSE SURGEON (General Surgery) 
(Post recognized for pre-registration) 


at the above hospital Appointment will be for 
six months in the first instance. Post vacant im- 
mediately Fight residents employed Appilica- 
tions, with names and addresses of two referees, to 
be forwarded immediately to the Group Secretary 
of the above Committee, c/o St. James’ Hospital, 
Exton’s Road, King’s Lynn, Norfolk (Pr.4223) 


HOSPITAL 


HOUSE OFFICERS 
required, to commence duty at August | and 
October 1, 1957 The hospital has 74 general 
surgical and orthopaedic beds and @ busy casualty 
and out-patient department The posts qualify 
for pre-registration Salary in accordance with 
National scales Apply, in writing, to the Medical 
Superintendent. East Fife Hospitals Board of 
Management, 243A. High Street, Kirkcaldy 
(Pr.4399) 


KIRKCALDY GENERAL 


LOUGHBOROUGH GENERAL HOSPITAL 


Applications are invited for the post of 
HOUSE SURGEON 


female (available for pre-registration candidates) 
vacant October |! Applications, stating age, quali- 
fications and experience, together with copics of 
recent testimonials to the Group Secretary 
Leicester No. | Hospital Management Commitice 
the Leicester Royal lIafirmary, by August 8 
(Pr.3814) 


MILDMAY MISSION HOSPITAL, Austin Street, 
Loadon, 

Applications are invited for the pre-registration 

post of 
RESIDENT HOUSE SURGEON 

(post recognized for F.R.C.S.), now vacam. Candi- 
dates should be in sympathy with the evanectiica! 
Christian aims of the hospital. Applications and 
references 1 be addressed to Medical Superin 


tendent as soon as posib'c (Pr.4322) 


NEATH GENERAL HOSPITAL, Neath (412 beds) 


Applications are invited for vacancies for 
HOUSE SURGEONS 


This hovpital is recognized for the F.R.C.S. and 
approved by the General Medical Council for 
pre-registration service Applications, naming two 


the Group Secretary 
Commitice 
(Pr 4260) 


referees, to be addressed to 
Mid-Giamorgan Hospital Management 
8. Wind Street, Neath 


NORTH STAFFS ROVAL INFIRMARY 
Stoke-on- Treat (455 beds) 


HOUSE OFFICER—GENFERAL SURGERY 
required Pre-registration post Hospital recoe- 
nized for F.R.C.S. Detailed applications, with copy 
testimonials, to Group Secretary, H.M.C.. Princes 
Road, Stoke-on-Trent. (Pr.4224) 


NOTTINGHAM CITY HOSPITAL (811 beds) 


Applications are invited for the post of 
HOUSE SURGEON 
Vacant September 1, 1957. Recognized for pre- 
registration purposes Applications. stating aegc. 
nationality. qualifications and experience, together 
with copies of not more than three testimonials, to 


be sent to the Hospital Secretary, City Hospital 
Hucknall Road, Nottingham (Pr.4354) 
ROYAI 


CORNWALL INFIRMARY, Trure 
(220 beds) 


Applications are invited for the post of 
HOUSE SURGEON 

The post is recognized for pre-regis- 
tration purposes Applications, stating nationality, 
agc qualifications and experience together with 
copies of two recent testimonials, to be addressed 
to the Hospital Secretary, Royal Cornwall Infir 
mary, Truro (Pr.4143) 


Now vacant 


ST. HELENS AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


HOUSE SURGEONS 
The following Resident House 
become vacant on September |! os 
Whiston Hospital. Prescot (829 beds) 
St. Helens Hospital (196 beds) 
The above posts are recognized for pre“registra- 
tion service, and also for the F_R.C.S. examinations, 
Applications, stating age, date of qualification 
and experience, and giving two names for refer- 
ence, should be forwarded two the Group Secretary 
Whiston Hospital, Prewot, Lancs. immediately 
Please state for which post application is made 
(Pr.4370) 


Surgcon posts 
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ROYAL HAMPSHIRE COUNTY HOSPITAL WALSALL HOSPITAL MANAGEMENT 
Winchester (315 beds) COMMITTEE 

HOUSE SURGEON Manor Hospital (337 beds) 
(post recognized by Royal College of Surgeons) 
required for general surgery with some E.N.T HOUSE SURGEON 
duties Approved pre-registration post. Vacant required, recognized pre-registration. Apply, with 
August 28 Applications, with copies of two testi names of two refrees, to Group Secretary, Walsall 
monials, to Group Secretary (Pr.4357) General (Sister Dora) Hospital, (Pr.4298) 
SOUTH CHESHIRE HOSPITAL MANAGEMENT WEST MANCHESTER H.M.C. 


COMMITTEE 
Crewe and District Memorial Hospital 
(108 beds acute, and continuation 32 beds) 
TWO PRE-REGISTRATION HOUSE OFFICERS 
(Surgical) 


required. (Approved for F.R.C.S.) Salary and 
conditions in accordance with Whiticy Council 
Scale The appoinuments may be followed by 
second posts Apply immediately, stating age, 
qualifications, etc., with names of two referees, 
to the Group Secretary, Barony Hospital. Nant- 
wich, Cheshire (Pr.3930) 


SOUTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


The —- Hospital, Bishop Auckland, 
. Durham (350 beds) 


HOUSE SURGEON 
required. Recognized pre-registration appointment 
G 


Apply, naming two referees. to K T. Luxford. 
Group Secretary, at the above address. (Pr.3950) 
SOUTH-WESTERN Landor Road, 


HOSPITAL, 
Applications are invited from women candidates 
for the post of 
HOUSE SURGEON (Pre-registration) 
Vacamt September | Duties include general sur- 
gery. and the successful candidate wil! also be 
required to provide relief for leave of the House 
Surecon at the Annie McCall Maternity Hospital 
Applications forms, from the Hospital Secretary, to 
be returned not later than August 17 (Pr.4144) 


STAINCLIFFE GENERAL HOSPITAL 
Dewsbury, Yorks (311 beds) 


HOUSE OFFICER (General Surgery) 
Applications are invited for the above appoint- 
ment, which becomes vacant on September 1, 1957 
and is tenable for six months Recognized pre- 
registraviion appointment The post is recognized 
for the F.R.C.S. The hospital has a surgical unit 
of 52 beds Applications, with full details, to the 
dministrative Officer at the hospita (Pr. 3907) 


STOCKPORT AND BUXTON HOSPITAL 
MANAGEMENT COMMITTEE 
Applications are invited for the following posts. 
which are approved for pre-registration purposes 
Stockport Infirmary (163 beds) 
HOUSE OFFICER 
(General Surgery and Gynaecotogy) 
Recognized for the F.R.C.S. (Vacant August 21, 
1957) 
HOUSE OFFICER 
(General Surgery and Ophthalmology) 
Recognized for the F R.C.S. and D.O.MS 
(Vacant September 11, 1957) 
Applications, with copies of two testimonials 
to the Group Secretary, 59B, Shaw Heath. Stock- 
port. (Pr.4400) 


THE GENERAL HOSPITAL, Sunderland 
HOUSE SURGEON 


(Mate or Femaie) 


required. Post recognized for pre-registration 
experience and for F.R.CS.. and is vacant Sep- 
tember 10. 1957. Apply in writing, naming two 
referees, to Hospital Secretary, General Hospital 
Sunderland (Pr.4243) 


THE LEICESTER ROVAL INFIRMARY 


Applications are invited for the posts of 
HOUSE SURGEON (Three) 
available for pre-registration candidates, vacant 
October 1. Recognized for F R.C.S. Applications 
stating age, qualifications and experience. together 
with copies of recent testimonials, to Group Secre- 
tary. No. 1 Hospital Management Committec. the 
Leicester Royal Infirmary. by August 8. (Pr 3816) 


THE UNITED CAMBRIDGE HOSPITALS 


Addenbrooke’s Hospital, Cambridge 


HOU RGEON 
for six months from October 3. Recognized pre- 
registratiog service Apply to Secretary by August 
17. stating age. nationality, qualifications and 
experience (with dates), and with copies of three 
testimonials. Interviews August 27.—P. J. Bourne, 
Secretary. (Pr.4172) 


Park Hospital, Davyhulme (General hospitat, 
433 beds) 


HOUSE OFFICER (General Surgery) 


required Pre-registration Post recognized tor 
FRCS. examination. Post now vacant. Appii- 
cation form from Secretary (Pr .3968) 


WHIPPS CROSS HOSPITAL, London, 


Applications are invited for the following post, 
vacant October 8, 19>) 
PRE-REGISTRATION HOUSE 


General Surgery. Post recognized for F.R.C.S 
Application forms, from Hospital Secretary, to be 
returned by August 19, 1957 (Pr.4287) 


WIGAN AND LEIGH HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Albert Edward Infirmary, Wigas 
HOUSE SURGEON 
Leigh Infirmary 
HOUSE SURGEON 
All pre-registration posts, becoming vacant shortly 
Applications. with names of two referees. to the 
Secretary, Knowsicy House, Wigan (Pr.4279) 


SURGEON 


THORACIC SURGERY 
LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN THORACIC SURGERY 


at Thoracic Surgery units at the Bradford Royal 
Infirmary and the Middicton Hospital! (aggregate of 
60 beds, both non-T. B. and T.B. cases) Non- 
resident Applications, stating age, qualifications 
and details of present and previous appointments 
(with dates), together with the names and addresses 
of three referees, to the Secretary, Joint Registrars 
Committee, Park Parade, Harrogate, by August 15. 
1957. (4225) 


UNITED LEEDS HOSPITALS /LEEDS 
REGIONAL HOSPITAL BOARD 


REGISTRAR IN THORACIC SURGERY 


First year normally at the Regional Thoracic 
Centre, Pinderfields General Hospital, Wakefield 
(56 beds), which is under the charge of the Con- 


sultants to the Teaching Hospital. Second year if 
possible at the Genera! Infirmary at Leeds. Recor- 
nized for F.R.C.S. Applications, stating age. quali- 
fications and details of present and previous ap- 
pointments (with dates), together with the names 
and addresses of three referees. to the Secretary, 
Joint Registrars Committee, Park Parade, Harro 
gate, by August 22. 1957. (4726) 


VIE MEMORIAL CHEST 
Hertford Hill, acar Warwick 
(228 beds) 


JUNIOR HOSPITAL MEDICAL OFFICER 


(resident) Applications are invited for this 
appointment in a modern thoracic surgical unit 
All forms of major and minor thoracic surgery 
undertaken. Post offers wide gencral training in 
cardiac oesophageal and pulmonary surgery. 
Facilities available for postgraduate study. Previous 
experience in specialty is not essential Applica- 
tions to Medical Superintendent (3908) 


KING EDWARD 
HOSPITAL, 


BRISTOL—-COSSHAM AND FRENCHAY 
HOSPITAL MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER 


required for the Department of Thoracic Surgery 
(120 beds) at Frenchay Hospital Apply to Group 
Secretary, Frenchay Hospital. Bristol, giving age 
and experience. and quoting two referees. (3054) 


BROMPTON HOSPITAL, S.W.3 


Applications invited for the post of 
RESIDENT SURGICAL OFFICER 


(post eraded as Senior House Officer or Registrar. 
according to qualifications and experience), 

months in the first tor 
re-appointment Candidates must have held a 
resident hospital appointment Applications. stating 
age. qur ications (with dates), nationality, and 
appointments held, together with copies of testi- 


monials. by August 17, 1957, t Kenneth A. F. 
Miles, House Governor. (4272) 
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cou RIDING 
UROLOGY 
MANCHESTER REGIONAL HOSPITAL BOARD | ,ppoINTMENT OF ASSISTANT COUNTY 
MEDICAL OFFICER AND MEDICAL 


SENIOR REGISTRAR IN UROLOGY 
mainly at Salford Royal and the Royal Manchester 
Children’s Hospitals, and with some duties at 
Christie and Crumpsali Hospitals. Previous experi- 
ence and higher qualifications essential. Forms of 
application, obtainable from the Senior Adminis- 
trative Medical Officer, Cheetwood Road, Man- 
chester, 8, should be returned by August 12, 1957. 

(4280) 


IMPORTANT: All intending icants 
should read the revised NOTICE at the 
top of page 14 


PUBLIC HEALTH 
CITY OF STOKE-ON-TRENT 
Public Health Department 


Applications are invited from qualified medical 
practitioners for the post of 
ASSISTANT MEDICAL OFFICER 

mainly on the Maternity and Child Weifare Ser- 
vices Candidates should have experience in 
diseases of children and obstetrics. Opportunity 
will be given for bospital contact with paediatrics 
and obstetrics. The possession of a D.P.H. or 
D.C.H. will be considered an additional qualifica- 
tion. The salary will be at the rate recommended 
by the Whiticy Council, with commencing salary 
according to experience. The appointment will be 
subject to the provisions of the National Health 
Service (Superannuation) Regulations, 1947, and 
the successful candidate will be required to pass 
a medical examination. Forms of application may 
be obtained from the Medical Officer of Health, 
Public Health Department, Glebe Street, Stoke-on- 
Trent, and should be returned, accompanied by 
copies of not more than three recent testimonials, 
mot later than Saturday, August 10, 1957—Harry 
Taylor, Town Clerk. (3820) 


COUNTY BOROUGH OF MIDDLESBROUGH 


SENIOR ASSISTANT MEDICAL OFFICER OF 
HEALTH FOR MATERNAL AND CHILD 
WELFARE 
Applications are invited from registered medical 
practitioners, preferably with special experience in 
obstetrics and antenatal care or in child health, for 
duty in the Corporation's antenatal and child wel- 
fare clinics. Whitiey Council conditions of service 
and salary, £1,200 by £50 (3) by £55 (5) to £1,625. 
Superannuation. Applications, with names of three 
referees, to the Medical Officer of Health, 26, 
Southfield Road, Middlesbrough, by August 26, 
1957.—E. C. Parr, Town Clerk. (4257) 


COUNTY BOROUGH OF MIDDLESBROUGH 


SENIOR ASSISTANT MEDICAL OFFICER OF 
HEALTH AND SCHOOL MEDICAL OFFICER 

Applicants must be registered medical practi- 
tioners having the D.P.H. of cquivaient, and 
previous expericnce in public health, mental health, 
or in general practice. The work will be adminis- 
trative as well as in the field. Salary £1,200 by 
£50 (3) by £55 (5) to £1,625 per annum. Appli- 
cations, with names of three referees, to the Medi- 
cal Officer of Health, 26, Southfield Road, Middies- 
brough, by August 26, 1957.—E. C. Parr, Town 
Clerk. (4368) 


COUNTY BOROUGH OF WEST HARTLEPOOL 


APPOINTMENT OF ASSISTANT MEDICAL 
OFFICER OF HEALTH 

Applications are invited for the above appoint- 
ment from registered medical practitioners possess- 
ing the D.P.H. or D.C.H. The duties will be 
mainly in connection with maternity and child 
welfare services, but the person appointed will be 
required to carry out such other duties (e.g. School 
Health Service duties) as may from time to time 
be allocated by the Medical Officer of Health. The 
appointment will be subject to the Whitley Council 
Scale and conditions. Salary £1,050 per annum 
by £50 to £1.200 by £55 to £1,475 per annum, 
according to experience. A car allowance of £75 
per annum is normally payable. The appointment 
will be subject to a medical examination for super- 
annuation purposes and to two months’ notice io 
writing on either side. Canvassing will be a dis 
qualification, and candidates must disclose any 
relationship to members of the Council. Applica- 
tions, stating the names and addresses of three 
referees, must be received by the Medical Officer 
of Health, Durham House, Victoria Road, West 
Hartlepool, not later than August 31, 1957.— 
Eric J. Waggott, Town Clerk, Municipal Buildings. 
West Hartlepool. (4247) 


Applications are invited from registered medical 
Practitioners, men or women, for posts in the 
following areas : 

Division No. 13,—-Morley and Ossett M.B.s, Hor- 
bury Urban District, and Wake- 
fieid Rural District. 

Division No, 18.—Brighouse M.B., Qi bury 


NORFOLK COUNTY COUNCIL 


Applications are invited from registered medical 
Practitioners holding the Diploma in Public Health 
for appointment as 

SENIOR ASSISTANT MEDICAL OFFICER 
on headquarters staff. In addition to ad ative 
work, the duties will include the medica) examina- 
tion of staff and deputising for other medical 
officers. The salary scale will be £1,343 10s. by 
£52 10s, to £1,606. Travelling and subsistence 
allowances will also be paid. Application forms, 


Shelf, and Elland ‘Urban Ditrice. 
Division No. 19.—Todmorden M.B., Hebden Royd, 


Ripponden, and Sowerby Bridge 
Urban Districts, and Hepton 
Rural District. 


Division No. 20.—Kirkburton, Denby Dale, Colne 

Valley, Meltham. Holmfirth, and 
Saddieworth Urban Districts, 

The Assistant will be on the staff of the County 
Medica! Officer's Department but will work under 
the administrative direction of the Divisional 
Medical Officer for the area. The duties will be 
mainly clinical in the School Health and Infant 
Welfare Services, but other County health duties 
may be included by the Divisional Medical Officer. 
The scale of salary is £1,050 to £1,475 per annum. 
A minimum of three years’ experience since 
qualification is desirable and the possession of a 
Diploma in Child Health will be an advantage. 
Travelling and subsistence allowances according 
to the County Council's scale are payable in 
addition to salary. The posts are superannuabie. 
and successful applicants will be required to pass 
a medical examination as to physica! fitness. Forms 
of application can be obtained from the under- 
signed, to whom they should be returned not later 
than August 17, 1957.—J. Wood-Wilson, County 
Medical Officer, County Hall, Wakeficid. (4338) 


COUNTY OF DEVON 


DISTRICT MEDICAL “OFFICER OF HEALTH/ 
ASSISTANT COUNTY MEDICAL OFFICER 
Applications are invited for the mixed appoint- 

ments of Medical Officer of Health to the Borough 

of Dartmouth, Urban Districts of Brixham and 

Paignton and Assistant County Medical Officer to 

Devon County Council. Salary £1,734 10s. to 


£2,016 15s. D.P.H. or equivalent exsential. Dip- 
loma in Child Health and Certificate for the 
Ascertainment of E.S.N. Children desirable. Par- 


application forms, returnable by 
August 17, 1957, from County Medical Officer, 45, 
St. David's Hill, Exeter (4145) 


DURHAM COUNTY COUNCIL 


Applications invited from registered medical 
Practitioners (men and women) for appointment as 
SCHOOL MEDICAL OFFICER 
Applicants must have had at least three years’ ex- 
perience in the practice of their profession. Salary 
scale: £1,050 by £50 to £1,200 by £55 to £1,475 
per annum. Further details and forms of applica- 
tion from undersigned. Compicted applications by 
August 31, 1957.—-G. H. Metcalfe, Director of 
Education, Shire Hall, Durham. (3988) 


JOINT APPOINTMENTS OF MEDICAL 
OFFICER OF HEALTH FOR MAIDSTONE 
BOROUGH AND HOLLINGBOURN, MAID- 
STONE AND MALLING RURAL DISTRICTS 


ticulars and 


Applications are invited for the above appoint- 
ments from registered medical practitioners holding 
a Diploma in Public Health or other similar quali- 
fication. Joimt salary in accordance with Medical 
Whitley Counci! Committee C scale, namely, com- 
mencing at £2,170 a year and rising by four annual 
increments of £55 and one increment of £50 to 
£2,440. An appropriate car allowance wil! be paid. 
The successful candidate will be required to com- 
mence duty on January 1, 1958. For further parti- 
culars apply to the undersigned Applications, 
stating the names and addresses of three referees, 
must be received by the undersigned not later than 
Saturday, August 24, 1957.—Graham Wilson, Town 
Clerk. 13, Tonbridge Road, Maidstone (4075) 


SUNDERLAND EDUCATION COMMITTEE 


Applications are invited from qualified medical 
practitioners for full-time appointment as 
SCHOOL MEDICAL OFFICER 
at salary of £1,050 to £1,475 per annum. 
ence will be given to applicants who hold 
Diploma in Public Health or a Diploma in Child 
Health Duties will be those within the scope 
of the School Health Service and such other duties 
as may be required, under the direction of the 
Principal School Medical Officer. appoint- 
ment is subject to the provisions of the Local 
Government Superannuation Acts, 1937/53, and 
the successful candidate will be required to pass 
a medical examination. Application forms, to be 
returned not later than August 16, 1957, may be 
obtained from the undersigned on receipt of a 


stamped addressed foolscap envelope._-W. Thomp- 
son, Director of Education, Education Office, 15 
Joho Street, Sunderland. (4316) 


with further particulars of the post, can 
be obtained from the County Medical Officer, 29, 
Thorpe Road, Norwich, to whom completed appli- 
cations should be sent not later than August 14, 
1957. (4022) 


STAFFORDSHIRE COUNTY COUNCIL 
Health Department 


Applications are invited from registered medical 
practitioners in Central Staffordshire for a part- 
time sessional appointment, i.c., up to six sessions 
per week during school term, for Diphtheria 
Immunization and Poliomyelitis Vaccination, The 
remuneration will be £3 12s. 6d. per session of 14 
to 2} hours, and a casual user's car allowance 
will be paid. Further information can be obtained 
from the County Medical Officer of Health, County 
Buildings, Stafford, to whom applications should 
be sent by August 16, 1957.—T. H. Evans, Clerk 
of the County Council, County Buildings, as, 

(4 


GOVERNMENTAL 
TREASURY MEDICAL SERVICE 


Applications are invited from medical practi- 
tioners, practising in the districts detailed below, 
for appointment, in a part-time and mainly advisory 
capacity, as 

LOCAL TREASURY MEDICAL OFFICER 
for cach of the places or groups of places shown. 
The town shown in brackets after the place-names 
indicates the Head Post Office Arca in which the 
place, or group of places, is situated. Successful 
applicants will be required to examine and report 
on the condition of certain Government officers, 
teachers, candidates for appointment, etc., who may 
be referred to them from time to time; and to 
attend when summoned to an emergency case of 
accident or sudden iliness occurring in a Govern- 
ment office in the neighbourhood. Fees for this 
work, and mileage allowance where necessary, will 
be paid on a scale agreed with the British Medical 
Association. Intending applicants should write, 
within 14 days, to: Treasury Medical Adviser, 
Treasury Chambers, Whitehall, S.W.1, for a form 
on which application may be made. Applicants 
should be not more than 60 years of age. The 
places for which applications are invited are as 


follows : 
England and Wales 
Haworth, Oakworth, Oxenh and Stanbury 
(Keighley). 


Borth, Bow Street, and Talybont (Aberystwyth). 
Chathill and Seahouses (Alnwick) 
Church Gresicy. Newhall, Swadlincote, and 
Woodville (Burton-on-Trent) 
Kenilworth (Coventry). 
Brailsford (Derby). 
Woodlands, Adwick te Street, Carcroft, and 
Barmborough (Doncaster). 
Botley, Shedficid, and Hedge End (Southampton). 
Truro (Truro). 
Ventnor (Ventnor, I. of W.). 
Scotiand 


Glasgow, S.W.1. 
Edzell (Montrose). 

Northera Ireland 
Rathfriland (Newry). 


ADMINISTRATIVE 
WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment, which will be for one year in the 
first instance, with possibility of renewal : 

TRAINEE MEDICAL ADMINISTRATOR 
on the staff of the Western Regional Hospital 
Board. The person appointed will be seconded for 
duties at the hospitals administered by the Board 
of Management for Glasgow Roya! Infirmary, but 
he will also be given the opportunity of obtaining 
some experience in medical administration at 
Regional level. Salary in the first year £1,100 per 
annum. Applications (16. copies), stating date of 
birth, qualifications, experience, present appoint- 
ment, and the names of three referees. to reach 
the Secretary, Western Regional Hospital Board, 
64. West Regent Street, Glasgow, C.2, not later 


| 
| 
| 
| 
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Administrative—contd. 
WESTERN REGIONAL HOSPITAL BOARD 
following 


Applications are invited for the 


appointment 
ADMINISTRATIVE MEDICAL OFFICER 


to the Western Regional Hospital Board The 
Person appointed will be seconded for whole-time 
duties at the hospitals administered by the Board 
of Management for Glasgow Maternity and 
Women's Hospitals Salary on the scale £1,600 
by £50 (3) w £1,750 by £75 to £1,825 Applica- 
tions (16 copies), stating date of birth, qualifica- 
tions, experience, present appointment, and the 
names of three referees. w reach the Secretary, 
Western Regional Hospital Board, 64. West Regent 
Street. Glasgow, C.2. not later than 30 days after 
the publication of this advertisement (4344) 
INDUSTRIAL APPOINTMENTS 
(Vacant) 
scale of 


Attention & draws to the &.M.A. 
ation for Ind | Medical Officers, which 
is available om request from the Secretary. 


LONDON TRANSPORT EXECUTIVE 


Applications are invited from registered medical 
Practitioners for a post of 
MEDICAL OFFICER 


The successful applicant will be responsible to 
Chief Medical Officer for general clinical work 
and medical supervision of working conditions 
Preference given to applicants who possess a 
Diploma in Public of Industrial Health Com- 
mencing salary {1.575 per annum Appointment 
subject to medical examination Contributory 


superannuation scheme after probation Applica- 
tions, giving full details of qualifications and cxperi- 
ence, together with the names of three referees, 
should be sent within 14 days of the appearance 
of this advertisement to the Recruitment and 
Training Officer (F/EV 642). London Transport 
Executive. 55. Broadway, S.W.1 (4233) 


REPUBLIC OF IRELAND 


AN COMHLACHAS NAISTUNTA UM 
THAIRMREITH FOLA 
(The Blood Transfusion Amociation) 


Applications are invited for the whole-time 
mt of 
ASSISTANT TO THE MEDICAL DIRECTOR 
at the Headquarters of the Axsociation in Dublia 
The dutice of the post will be mainly those of 
assisting the Medical Director in the technical 
operation and administration of the Association's 
Service Additionally. the person appointed will 
be required to take charge at occasional donation 
clinics Applicants should have experience of the 
organization and adminix‘ration of a Transfusion 
Service Experience of plasma drying and frac- 
tionation an advantage Commencing salary 
£1.250 per annum Applicants should «state agc 
qualifications and experience, and forward the 
names of three referees when submitting applica- 
tions, which should be reavived by the Secretary. 
72. St. Stephen's Green, Dublin. not later than 
August 31. 1957.—J. L. MeDowell, Secretary 
(4401) 


BARRINGTON’S HOSPITAL AND CITY OF 
LIMERICK INFIRMARY 


HOUSE SURGEON 

The Managing Commitice will, at a meeting to 
be held on Tucsday, August 13, 1957. proceed to 
elect a second House Surgcon two the Institution 
for 12 months at a salary of £900 per annum. with 
full board. Recoen'red for pre-registration. Appli 
cations to be lodged with the Registrar not later 
then August 12, 1957.—By order. M. E. Gleeson 
Registrar (4402) 


UNIVERSITY COLLEGE, Cork 
VACANCY FOR PATHOLOGIST 


Applications arc invited for the post of 
Pathologist in the College's diagnostic laboratory 
The period of the appointment will be not less than 
one year and the appointment may be renewed 
Salary £1,200 per annum For other particulars 
apply to the undersigned.-James Hurley, Secre- 
tary and Bursar (4403) 


OVERSEA (Vacant) 
ADVERTISER BOX 23527. ASSISTANT FOR 
Malaya Appointment filled. Applicants thanked 


WANTED ENGLISH GRADUATE. A 
successor to Saskatchewen practice Gross income 


near 20.000 dollars annually Excellent hospital 
privileges 20 miles Works in conjunction with 
other English doctor in same hospital unit Sale 
of equipment and furniture 3.000 dollars, tw be 
paid in suitable monthly instalments Introduction 
to carly candidate. —Box 2336, BMJ 


BRITISH MEDICAL JOURNAL 


Aus. 3, 1957 


ENGLISH DOCTOR WITH LARGELY EURO- 
pean practice in India, worth £5,000 per annum, in- 
cluding appointments worth over £3,000 per annum 
and free passages, and with first-class hospital 
facilities, returning to England in April, 1958, 
wishes to find a successor for his practice and an 
opening in general practice, preferably with ob- 
stetric opportunities, in the north of England 
Any interested doctor please communicate with 
Box 2518, B.MJ 


LOCUM WANTED, SUBURBAN GENERAL 
PRACTICE, from beginning of July, 1958, for 5-6 
months. Full particulars on application, stating 
experience, etc., C.P.O., Box 1144, Auckland, New 
Zealand 


PERTH, WEST AUSTRALIA.-OLD ESTAB- 
LISHED GENERAL PRACTICE, gross takings 


average £7,500. Well appointed modern consult ng 
rooms attached comfortable family residence, valued 
£5,000. Goodwill £4,500 Reasonable offer con- 


sidered sale or lease with view to purchase. Terms 


available. Scope for major surgery and gynac- 
cology Reply to Box 222, G.P.O., Fremantic, 
West Aastralia 

SOUTH AFRICA. ATTRACTIVE crry, 


English speaking, well established E.N.T. Practice 
for disposal, income over £5,000 per annum, nice 


house Also Canada, G.P.. income $20,000 per 
annum, and others overseas.—Details, Percival 
Turner Medical Agency, 25, Maiden Lane, W.C.2. 


S. RHODESIA. OPHTHALMIC NUCLEUS FOR 


disposa!. Professional and residential accommoda- 
tion available if desired Details from Medical 
Practices Advisory Bureau, Tavistock Square. 


London, W.C.1. 


WESTERN AUSTRALIA. PERTH SUBURBAN. 
G.P. Locum Tenens required carly 1958 for six 
months Forty guineas per week, plus residence 
and percentage. Applicants must have postgraduate 
Geeree in anaesthesia. Full particulars from Han- 
cock & Robertson, 36, Outram Street, West Perth, 
Western Australia 


ANAESTHETIST REQUIRED FOR A LARGE 
Copper Mine on the Copperbelt in Northern 
Rhodesia. Applicants should be in possession of 
the Diploma in Anaesthesia In addition to the 
above duties the successful candidate will be 
expected to spend part of his time doing gencral 
practice The minimem commencing salary wil! 
be in the region of £1,450 per annum, plus cost 
of living allowance of approximately £6 per month 
and a variable copper bonus. There is also a group 
pension and life assurance scheme. Married accom- 
modation is available on engagement Applica- 
tions, giving full details of qualifications, experi- 
and marital status, to be addressed to R27. 


ence 
Mine Emp'oyment Department. Selection Trust 
Building, Mason's Avenuc, London, E.C.2. (4237) 


BRITISH MEDICAL OFFICER 
required for old-established group’ of Tea Estates 
Age preferably 30-40 years. Clinical. tropical and 
hygiene experience an advantage. Three-year agrec- 
ment. Commencing gross income. including dear- 
ness allowance, the equivalent in rupees of approxi- 
mately £262 per month. according to qualifications 
etc. Bungalow with basic furniture, lighting, heat- 
ing and servants free Car provided. Applications, 
with three names for reference purposes. to Box 
2447, BMJ 


CAMEROONS DEVELOPMENT CORPORATION 
require for service in the British Administered 
Territories of the Southern Cameroons a 

Officer. Candidates should have a good experience 
of gencral medical and health work and preference 
will be given to those who cither possess a Diploma 
in Tropical Medicine or who have had tropical 
experience. The work generally consists of general 
medical and health supervision of all personne! in 
large plantations, but offers opportunity for sur- 
gery Commencing salary in a scale £1,525 rising 
to £1,975. Free return passages are provided for 
officers and their wives, together with free quarters 
and heavy furniture during residence in the 
Cameroons A reasonable amount of free lighting 
and fuel ix also provided, and necessary transport 
An outfit allowance cf £80 is payable on first 
appointment. Children’s allowances at the rate of 
£75 each are payable up to a maximum of two 
Officers are required two contribute 10% of their 
salary to a Provident Fund to which the Corpora- 
tion contributes a further 15% Tours of about 
cighteen months, with ome week's leave for cach 
month of service before returning for further duty 
Applications, giving particulars in writing, to 
Rubber and Mining Agencies, Lid. (CDC /MO) 
$2. Leadenhall Street, London, E.C.3 Acknow- 
ledement will only be made to those applicants 
selected for further consideration (4238) 


ASSAM. 


CATHOLIC MISSION HOSPITALS. VACAN- 
CTES in East and West Africa and India.—-Apply 
Secretary, Damien Society, 47, Fitzwilliam Square. 
Dublin (71) 


DOCTOR URGENTLY REQUIRED 
Short-term appointment con- 
lan M. Pater- 
121, George 

(4248) 


NIGERIA. 
for Mission Hospital 
sidered. Further details from Rev 
son, Forcign Mission Committee, 
Street, Edinburgh, 2. 


ASSISTANT PATHOLOGIST (MORPHOLOGY 
OR CLINICAL PATHOLOGY), University Hosp 
tal, Saskatoon, Saskatchewan, Canada. Certified or 
eligible to sit examination for certification by Royal 
College of Physicians and Surgeons (Canada). Salary 
range $10.000 to $15,000 per annum, annual incre 
ment $500, with pension pian. Position includes 
undergraduate and postgraduate tcaching responsi- 


bilities Address enquiries to Professor of 
Pathology. University Hospital, Saskatoon, 
Saskatchewan, Canada (4406) 


AUSTIN HOSPITAL, Heidelberg 
(Situated in Melbourne, Victoria, Austra ia) 


MEDICAL DIRECTOR—SPINAL UNIT 

Applications are invited from medical practi- 
tioners, preferably with postgraduate qualifications 
and preferably with experience in medical rehabili- 
tation of long-term iliness, for the above post. [he 
Spinal Unit is newly developed, with 452 
within the Austin Hosptai, Heidelberg, as the 
recognized paraplegic treatment centre for the State 
of Victoria. Initially the appointment will be for 
three years, but, subject to satisfaction by both 
partics, will be regarded as a permanent appoint- 
ment. The duties are full-time, with limited right 
of consultant practice on prescribed terms. Salary 
will begin at the rate of £3,000 (Australian) per 
annum, rising by two increments to £3,250 (Austra- 
lian) per anoum Expense of transfer of 
appointee and his family to Austrafia will be met 
by the hospital. Superannuation and study leave 
conditions apply. A schedule giving details of the 
post will be made available upon enquiry to the 
Agent-General for Victoria, Victoria House, Mel- 


bourne Place, The Strand. London, W.C.2._ By 
order of the Committee of Management.—W. M. 
Powell, Manager and Secretary (4255) 


GOVERNMENT OF WESTERN NIGERIA 


Applications invited from male doctors for 
following posts in the Medical Department of the 
Western Region of Nigeria 

MEDICAL OFFICER 


for general medical work including emergency 

surgery in district hospitals and general health 

work including supervision of ural schools, 
maternity and child welfare clinics. 
MEDICAL OFFICERS OF HEALTH 

who will normally be based at one of the larger 

urban centres in the Region, where they will be 


primarily responsible for public health administra- 
tion of the area. with emphasis on sanitation and 
hygiene Duties include school health, public 
health, education and propaganda, control of 
quarantinabie discases and possibly establishment 
and supervision of maternity, child welfare. and 
tuberculosis centres A candidate with special 
aptitude for teaching may be selected to take 
charge of new School of Hygiene for training of 
Sanitary inspectors at Ibadan. Candidates should 
hold Diploma in Public Health 
PATHOLOGIST 
to organise and supervise a Regional Laboratory 
Service. Most hospitals in Region have small 
laboratories attached where routine work is per- 
formed, but the more complicated tests, sections, 
etc.. will be the selected officer's concern at a 
Central Regional Laboratory He will have to 
supervise and encourage the work of African 
technicians. which will necessitate travelling. Candi- 
dates should possess Diploma in Pathology or 
equivalent qualification, and have had two years" 
experience in laboratory work 

Appointments may be 

(A) From National Health Service. candidate 
retaining superannuation rights up to six years. 
Salary scale £1.086 to £1.950 a year, with gratuity 
(taxable) of 20% of aggregate salary on compiction 
of appointment ; 

Or (B) on short-term contract. Salary scale £1,290 
to £2.286 a year, and gratuity (taxable) at the rate 
of £37 10s. for each completed period of three 
months’ service (including leave), payable on satis- 
factory completion of appointment 

Entry point in both cases determined by qualifica- 
tions and experience. In addition, officers receive 
supplementary pay of £120 a year 

Quarters provided at low rental. Taxes at local 
rates Annual leave permissibic gencrous home 
leave after cach tour of 18-24 months. Free return 
passages for officer, wife and children (up to three). 

Application forms from Director of Recruitment. 
Colonial Office, London, S.W.i, quoting BCD 
117 (410/018, (4289) 


NORTHLAND HOSPITAL BOARD, New Zealand 

PART-TIME MEDICAL SUPERINTENDENT 
Rawene Hospital, and Director Hokianga 

Area Medical Service 

Applications are invited from qualified medical 
Practitioners for the above combined position. A 
free house is available. The present salary payable 
is im the range of £2,100 to £2,200. Traveiling 
expenses are also payable. Conditions of appoint- 
mem availab'e from the High Commissioner, New 
Zealand House. London. or the undersigned, with 
whom applications close on September 30, 1957. 
—-The Secretary. Northiand Hospital Board, P.O. 
Box 403, Whanearei, New Zealand. (4314) 


Aus, 3, 1957 


Oversea (Vacant)—contd. 
HER MAJESTY’S OVERSEAS CIVIL SERVICE 
Tangan) tha 


MEDICAL OFFICERS 
with qualifications registrable in United Kingdom 
required for general duties Officers would nor- 
mally be based on a hospital but must be prepared 
to tour and to assist in training African staff. 
Professional work covers a wide field in all branches 
of medicine, surgery and obstetrics with much 
individual responsibility Ample opportunities for 
sport and recreation Appointment can be made 
on permanent basis with pension (non-contributory), 
or on short-term contract with gratuity (taxabic) 
on satisfactory completion of service National 
Health Service doctor may retain superannuation 
rights (up to six years) and receive gratuity (tax- 
able) of 20% of aggregate salary after engage- 
ment. Salary ranges from £1,284 to £2,115 a year, 
Starting point determined by experience Four 
extra increments given for approved higher quali- 
fications. Permanent officers can be members of 
Her Majesty's Overseas Civil Service, and are 
eligible to be considered at any time for promo- 
tion to higher salaried posts in Tanganyika and 
other territories in medical administration or, if 
they possess higher qualification and suitabic 
experience, in specialist posts. Quarters generally 
available at rental of £30 to £78 a year according 
to size and type, furniture £12 to £24 a year. Free 
pussages in both directions for officer and wife and 
up to cost of one adult fare for children. Taxa- 
tion at local rates. Annual local leave permissibic 
and generous home leave after cach tour of from 
30 to % months. Educational facilities. Applica- 
tion forms from Director of Recruitment, Coloniat 
Office, Great Smith Street, London, S.W.1 (quoting 
BCD 117 /8/02) (4288) 


MAKERERE COLLEGE 
The University College of East Africa 


Applications are invited for 
LECTURESHIP IN PATHOLOGY 

Salary scale £1,446 by £57 to £1,617 by £60 to 
£1.737 by £63 to £1,989 per annum, entry point 
determined by qualifications and experience. 

$.8.U Child allowance £50 per annum per 
child (maximum £150 per annum) Passages for 
appointee and family (up to four adult passages) 
on appointment, termination and leave (three 
months every 21 months) Rem according to 
quarters provided (£45 to £84 per annum) includ- 
ing basic furniture Detatied applications (six 
copies), naming three referees, by September 18, 
1957, to Secretary. Inter-University Council for 
Higher Education Overseas, 29, Woburn Square, 
London, W.C.1, from whom further particulars 
may be obtained (4253) 


NEW YORK, NEW YORK, U.S.A. 


INTERNS, RESIDENTS WANTED 
at Harlem Hospital, New York 37, N.Y... an 882- 
bed acute general municipal hospital fully 
approved for rotating internship and residencies, 
providing every service except psychiatric wards. 
Intern’s salary $855 annually, plus maintenance and 
uniforms: Assistant Resident's $1.255 pilus. 
Approved for Exchange-Visitor Programme. (4040) 


NORTHLAND HOSPITAL BOARD 
Whangarei ew Zealand 


PART-TIME OPHTHALMOLOGIST 

Applications are invited from qualified medicai 
practitioners for the position of Part-time Ophthal- 
motogist. Salary within range of £328 to £388 per 
annum (for seven hours a weck), according to 
qualifications and experience. Additional payment 
is made for periodical visits to periphery hospitals 
in the Board's area, plus travelling time. Con- 
ditions of appointment available from the High 
Commissioner, New Zcaland House, London, or 
the undersigned. with whom applications close on 
October 30, 1957.—The Secretary, Northland Hos- 
pital Board, P.O. Box 403, Whangarei, New 
Zealand (4315) 


SASK. DEPT. OF PUBLIC HEALTH 


for 
SASK. HOSPITAL WEYBURN 

Salary: Starting rate $6,660, $6,900 or $7,140 
per year depending upon experience. 
opportunities with salaries up to $14,000 per year. 
Requirements : Only registrars or senior registrars 
or equivalent with D.P.M. and with strong interests 
in social (Milieu) therapy and group psychotherapy 
need apply. Promotional opportunities are avail- 
able to those who pass the examinations in the 
Specialty of Psychiatry as set by the Royal College 
of Physicians and Surgeons of Canada. For appili- 
cation forms and further information apply to 
W. C. A. Knights. Executive Assistam, Saskatch- 
ewan House, 28, Chester Street. Belgrave Square, 
London, S.W.1, England. Applicants should re‘ <r 
to competition c/c4930. and should submit com 
pleted forms to Mr. Koights not later than Septem- 
ber 3, 1957. (4235) 
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ROYAL SOUTH SYDNEY HOSPITAL 


. (Acute hospital of 100 beds) 


MEDICAL SUPERINTENDENT 

Applications are invited from registered medica! 
practitioners for the position of Medical Supcrin- 
tendent at the above hospital, situated in a large 
industrial area. Total attendances Casualty and 
Out-patient Department, 61,000 per year. Accom- 
modation available at the hospital for a single 
man Salary in accordance with determination 
approved by the Hospitals Commission of N.S.W., 
at present £A.2,014 per annum, less £188 a year 
for board and residence Applications, endorsed 
Medical Superintendent,”’ stating age, qualifica- 
tions, experience, nationality and marital status, 
together with copies of three testimonials, to be 
forwarded to reach the undersigned not later than 
October 1, 1957. The successful applicant will be 
required to commence dutics during January, 1958 
—R. T. Wright, Secretary and Chief Executive 
Officer. (3589) 


THE OTAGO BOARD 
ew Zealand 


ASSISTANT RADIOTHERAPIST 

Applications are invited from persons who have 
held a medical degree for at least five years for 
the position of Assistant Radiotherapist with the 
Otago Hospital Board. The salary scale payable 
will be in accordance with the appointee’s quali- 
fications and experience, and will be cither: (a) 
Junior Specialist’s Scale £1,640 w £1,940 per 
annum, or (b) Senior Specialist’s Scale : £2,040 to 
£2,340 per annum. The commencing rate within 
the applicable scale will be that determined by the 
Department of Health's Medical Officers’ Salaries 
Grading Committce in accordance with the experi- 
ence, qualifications, and status of the appointee 
The position is non-resident, is full-time, and 
Private practice is not permitted. Conditions of 
appointment may be obtained on application to the 
High Commissioner for N.Z.. The Strand, 
London, the office of this journal, or the under- 
signed Travelling expenses in accordance with 
those stated in the conditions of appointment 
are payabic where the appointee signs an agree- 
ment to remain in the service of the Board for a 
period of two years Applications, stating age, 
qualifications, and experience, together with testi- 
monials and health and radiological certificates, 
are to be in the hands of the undersigned by 10 
o'clock a.m. on Friday, October 18, 1957.—W. A. 
Williamson, Secretary, Otago Hospital 
Box 946. Dunedin. New Zealand 


UNIVERSITY COLLEGE HOSPITAL OF THE 
WEST INDIES 


Applications are invited for the post 
REGISTRAR IN ANAESTHETICS 

at the above-named teaching hospital. The 
successful candidate will be required to take up 
duties as carly as possible. The appointment will 
be for one year in the first instance, subject to 
renewal. Salary will be .m the scale of £900 by 
£100 to £1,100: £1,200 by £100 to £1,500 per 
annum, depending on experience and qualifications 
If available, an unfurnished flat will be provided 
at a deduction of 5% of salary, otherwise a living- 
out allowance will be paid by the Board. Passage 
will be provided for one person only by sea trom 
the country of recruitment. Further information 
may be obtained from the Hospital Manager and 
Secretary, University College Hospital of the West 
Indies, Mona P.O., Jamaica, BW.1. to whom 
applications, stating agc. nationality, detail« of 
Qualifications and experience, together with three 
recent testimonials or the names and addresses of 
three referees, should be sent by August 17 1957. 

(3972) 


COLLEGE OFr THE 
WEST IN 
Applications are invited for the post of 

SENIOR REGISTRAR in the Division of Surgery 
at the above-named teaching hospital. The success- 
ful candidate will be required to commence duty 
on or about January 1, 1958. The appointment 
will be for one year in the first instance. subject 
to renewal. Salary will be within the scale £1,200 
by £100 to £1,500 per annum, depending on experi- 
ence and qualifications if availabie, an unfur- 
nished flat will be provided at a deduction of 5% 
of salary, otherwise a living-out allowance will be 
paid by the Board. Return passages by sea will 
be paid for one person only from and w the 
country of recruitment. Further information may 
be obtained from the Hospital Manager and Secre- 
tary, University College Hospital of the West 
Indies, Mona P.O.. I2maica, B.W.1.. to whom 
application, stating age, nationality, and details of 
qualifications and experience, together with three 
recent testimonials, or the names and addresses of 
three referees, should be seni by August 31, 1957. 
(4100) 


WANTED. CLINICAL PATHOLOGIST FOR 
large, modern, western Canadian hospital Excel- 
lemt area and working conditions. Salary $6.000 
per annum. Applicants apply to Personne! Director, 
Calgary General Hospital, Calgary, Ajberta. 
Canada. (4404) 


UNIVERSITY 


PATHOLOGIST FOR HOTEL DIEU HOSPITAL, 
a teaching hospital of Queen's University Medical 
Faculty, Kingston, Ontario, Canada. Hospital, 300 
beds. Duties, supervision of all laboratory services 
and undergraduate teaching Research {facilities 
are available at the University Qualifications, 
certification in the Royal College of Physicians 
and Surgcons of Canada or equivalent, with prefer- 
ence given to Fellowship. Academic rank, Lecturer 
or Assistant Professor, depending on qualifications. 
Minimum salary $13,000 per annum. Please apply 
to Sister Superior, Hote! Dieu Hospital, Kingston, 
Ontario, Canada. and submit curriculum vitae and 
two names for references (4405) 


OVERSEA (Wanted) 


WANTED. OPPORTUNITY IN PRACTICE OR 
Private firm, Rhodesias, Kenya, or South Africa. 
British, 38, married, ten years’ expericnce.— 
Box 828, B.MJ. 


UNIVERSITY AND RESEARCH 
APPOINTMENTS, etc. 
EMPIRE RHEUMATISM COUNCIL 


Applications are invited for 
TRAVELLING FE SHIPS 
in 1958, tenable for up to one year, to prosecute 
research on some aspect of the Rheumatic 
Diseases. Medical or scientific qualifications are 
required. Salary according to qualifications and 
experience, but not less than £1,000 per annum 
(for lesser period than one year, pro rata). Appli- 
cations, stating age, qualifications and experience, 
should be sent in triplicate with the names of two 
referees not later than August 31, 1957, to the 
A /General Secretary, Empire Rheumatism Council, 
Faraday House, 8/10, Charing Cross Road, Lon- 
don, W.C.2. (Amended advertisement.) (4355) 


ROYAL MARSDEN — Fulham Road, 


RESEARCH ASSISTANT 
required (full-time), to work on pathological and 
Clinical aspects of the study of breast cancer. 
Appointment for one year in the first instance, 
with a grant according to qualifications and 
capabilities. Applications to be sent to the House 
Governor by August 24 (4336) 


THE QUEEN'S UNIVERSITY OF BELFAST 


The Senate of the Queen's University of Belfast 

invites applications for a 
LECTURESHIP IN ANAESTHETICS 

from January 1, 1958, or such other date as may be 
arranged. Salary scale £2.550 by £100 to £2,900, 
with provisions for superannuation. Appointment 
on this scale will depend on the qualifications and 
experience of the successful candidate Applica- 
tions should be submitted by September 5, 1957. 
Further particulars from G. R. Cowie, M.A., LL.B., 
Secretary (3671) 


THE UNIVERSITY OF LIVERPOOL 


Applications are invited for two posts as 
ASSISTANT LECTURER or LECTURER 
ia the Department of Pathology 
The salary range for an Assistant Lecturer will be 
£900 to £1,100 per annum ; the initial salary for 
a Lecturer will be within the range £1,200 to £1,500 
Per annum, according to qualifications and experi- 
ence Applications, stating age, academic quali- 
fications and experience, together with the names 
of three referees, should be received not later 
than August 31, 1957, by the Registrar, from whom 
further particulars of the conditions of appo nt- 
ment may be obtained (4381) 
UNIVERSITY OF DURHAM MEDICAL SCHOOL 
King’s College, Newcastle upon Tyne, 
and the UNITED NEWCASTLE UPON TYNE 


The Council of King’s College invite applications 
from persons with wide experience in paychitry 
for the full-time post of 

in the D 


The post will carry Sane consultant status in 
the teaching hospital The successful candidate 
will be expected to take part in both under- 
graduate and postgraduate teaching and to under- 
take research, for which there is ample opportunity. 
He will also be expected to carry out clinical 
duties in the out-patient department at the teaching 
hospital and in the joint University and hospital 
in-patient unit (54 beds) at the Newcastle General 
Hospital. The department is closely associated 
with the local Mental Hospital (1,150 beds) for 
teaching and research purposes, Salary within the 
range £2,100 to £2,550 with FS.S.U. and family 
allowance. Initial salary according to qualifications 
and experience Twelve copies of application. 
together with the names of three persons to whom 
reference may be made, should be submitted not 
later than September 9, 1957. to the undersigned, 
from whom further particulars may be obtained. 
—G. R. Hanson, Registrar of King's 


| 
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University and Research 
Appointments, etc.—contd. 
THE UNIVERSITY OF MANCHESTER 


Applications are invited for the full-time post of 
LECTURER IN CLINICAL PATHOLOGY 
from suitably qualified graduates in medicinc. 
Candidates should have wide experience in clinical 
thology. and special interests in bacteriology 
igh qualifications in these subjects are desirabic, 
and there are ample facilities available for research. 
Salary on a scale rising to £2,150 per annum, 
initial salary according to qualifications and experi- 
ence Duties to commence as s00n as possibic 
Membership of F.S.S.U. and children’s allowance 
scheme. Applications should be sent, not later than 
August 31, 1957, to the Registrar. the University, 
Manchester, 13, from whom further particulars 
and forms of application may be obtained. (4269) 


UNIVERSITY OF BRISTOL 


Applications are invited for the appointment of 
LECTURER IN PHYSIOLOGY (Grade 1) 
Applicants should preferably have a medical quali- 
fication. in which case the present salary scale is 
£1,200 by £100 to £1,600 (bar) by £100 w £1,950, 
according to qualifications and experience The 
appointment is subject to F.S.S.U. and a family 
allowance scheme. Applications (ix copies), with 
the names of three referees and copies of not 
more than three recent testimonials (if desired) 
should be forwarded to the undersigned, from 
whom further particulars may be obtained, not 
later than September 4, 1957.—H. C. Butterficid, 
Registrar and Secretary (4249) 


AMENDED ADVERTISEMENT 
UNIVERSITY OF EDINBURGH 


CHAIR OF ORTHOPAEDIC SURGERY 
The University Court invites applications for 
appointment to the Chair of Orthopacdic Surgery. 
The terms and conditions of appointment may be 
obtained from the undersigned. with whom applica- 


tions (15 copies), giving the names of three 
referees and including any testimonials candidates 
may wish to offer, should be lodged not later 
than October 14. 1957. A candidate from over- 
seas may submit one copy of his application 

Charlies H. Stewart Secretary to the University 
Old College, South Bridge, Edinburgh (4409) 


UNIVERSITY OF OXFORD, Radcliffe tefirmary 


Applications are invited for the post of 
GRADUATE ASSISTANT IN BACTERIOLOGY 
The successful applicant will be required to take 
part in the teaching of bacteriology w clinical 
students and to assist in the routine clinical 
bacteriology laboratory. Salary will be in the scale 
£950 by £50 to £1,400. according to qualifications 
and experience. with family allowance and F.S.S.U 
This stipend will be increased when the suppie- 
mentation of academic stipends takes place shortly 
Duties to commence as soon as possible after 
appointment Applications, together with the 
names of two referees, should be sent. not later 
than September 30, 1957, to Dr. R. L. Vollum, 
Radcliffe Infirmary, Oxford (4356) 


PERSONAL 


SLEEPER PINS, 
Designed for safety 


FOR FRESHLY PIERCED 
Made for precision in 


cars 

9 «t. gold Price with postage 30s.--K. Corbett, 
First Floor, 21, South Molton Street, W.1. Hyde 
Park 5905 

NOTICES 


APPLICANTS ARE ADVISED NOT TO SEND 
advertise- 


original testimonials when replying to 
ments Copies wil] answer the purpose quite as 
well, and in the event of their being lost or 


mislaid no inconvenience will ensue 


FEDERATION OF CENTRAL AFRICA 
Important advantages to U.K. and Overseas 


investors in Central Africa's leading Building 
Society. Up to 65% interest. No income tax 
deductions Investments accepted without 
limitations, repayable at par through British 
banks Write for “Handbook of Invest- 
ments“ to First Permanent Building 
(Overseas Dept. 11), P.O. Box 420, Lusaka. 


Northern Rhodesia 


PREGNANCY DIAGNOSIS BY THE XENOPUS 
METHOD. 24-hour service. Send specimen of 
urine and fee. Hacmatology, Biochemistry, Flame 
Photometry -Welbeck Biological Laboratories, 26, 
Park Crescent, Portland Place, W.1. MUS 5386-7 
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EDUCATIONAL AND LECTURES 


M.R.C.P. LONDON. ANYONE THINKING OF 
working for the Membership should first write to 
J. Arnold, 189, Regent Street, W.1, for particulars 
of our new correspondence course 


MEDICAL CORRESPONDENCE COLLEGE, 19. 
Welbeck Street, London, W.1, provides COACH- 
ING for all Medical Examinations. D.A., F.F.A., 
DPM. DO, DLO. DCH, DMRD., 
D.P.H.. M.R.C.P.. F.R.CS. M.D. thesis and all 
qualifying exams by a staff of highly qualified 
Tutors, Honoursmen, and Gold Medallists. Com- 
plete Guide to Medical Examinations sent free on 
applicauion. Applicants should state in which 
qualification they are interested 


POSTAL COACHING FOR ALL MEDICAL 
EXAMINATIONS. Examination successes 1943- 
1956: M.R.C.P.Lond., 231; F.R.C.S.Eng. Primary. 


190; F.R.C.S.Eng., Final, 293; M. and D. Obst 
R.C.0.G., 348; D.A., 276; D.C.H., 198; Univer- 
sity and Conjoint Finals, 749. Up-to-date courses 


for the M.D.Lond., M.R.C.P.Edin., F.R.C.S.Edin., 


D.P.H., F.F.A., D.O.. D.L.O., D.LH., 
D.T.M.4&H. Assistance with M.D. Thesis. Pros- 
pectus, list of qtors, etc., on application to G. E. 


Oates, M.D., M.R.C.P.(Lond.), University Exami- 


For Consulting Rooms and Houses in Harley 
Street, etc.. apply C. E. Bedford & Co., Ltd.. 10. 
Wigmore Strect, W.!. Langham 3927. 

Half Share of Harley Street Consulting Room 


availabie Separate cxamination room Sessions 
by arrangement £175 per annum.—Box 2507. 
BMJ 

ensington Street (one minute), Consulting 

Rooms availabic.—Box 2540, B.MJ. ‘Phone Hol- 
born 1711 

HOUSES AND PROPERTY 
rear of opening up @ practice is NOT 
ce of an advertisement 


this “peading. 
Order of the 

Convalesceat Home, 
A sound and spacious property in very * dry and 
healthy position adjoining commoniand. Con- 
venient to all amenities. London 29 miles. Well 
arranged accommodation on two floors, including 
11 first floor bedrooms, 5 ground floor rooms 
(including 2 wards), 3 bathrooms. 3-roomed 
Cottage. Garden and grounds extending to 6% 
acres with jong frontage. Main services. Vacant 
Possession For sale by auction on August 13, 
1957 (uniess previously sold). Full particulars from 


nation Postal Institution, 17, Red Lion Square, | the Auctioneers, Messrs, Weller & Co., 86, Wood- 
London, W.C.1. ‘Phone HOLborn 6313. bridge Road. Guildford (Tel. 3386). 

AMENDED DATES 
SOCIETY OF APOTHECARIES OF LONDON.— ACCOMMODATION 
Medicine : August 19, October 14, November 11. C Bold ete.) 
Surgery: August 12, October 14, November 11. 
Midwifery : August 20, October 15, November 12. AVAILABLE 
Pathology : August 19, October 15, November 12 MODERN MAISONETTE IN W.1, GROUND 
Master of Midwifery: May and November. Dip- and lower floor. Close to Portman Square. Five 
loma in Industrial Health: July and December rooms, kitchen, bathroom. New lease. Rent £350 
For regulations, apply Registrar, Apothecarics’ per annum exclusive. £300 for carpets, curtains, 


Hall, Black Friars’ Lane, London, E.C.4, 


THE ROYAL INSTITUTE OF PUBLIC HEALTH 
AND HYGIENE 


THE DIPLOMA IN PUBLIC HEALTH 
THE DIPLOMA IN INDUSTRIAL HEALTH 
The ext courses of instruction for the above 

Diplomas will commence on September 20, 1957. 
Tuition may be taken whole-time or part-time. 
Prospectuses, enrolment forms, and full details may 
be obtained from the Acting Secretary, 28. Port- 
land Place, London, W.1 (Telephone: LANgham 
2731/2) 


etc. Agents, Hampton & Sons, 6, Arlington Street, 
St. James's, S.W.1 (HYD 8222). 

WANTED 
ITALIAN MEDICAL PROFESSOR’S DAUGHTER 
and girl friend require accommodation with doctor's 
family in London September to December.—Dr. 
Bartlett, “ The Ash Vale, Aldershot. 


CRUISES AND TOURS 


WORLD-WIDE TRAMP AND CARGO BOAT 
CRUISES.—Apply for list to A. Bowerman, Ltd., 


PHARMACISTS, DIETITIANS 
DISPENSERS, NURSES, ETC. 


A 7 
inclusive.—-Apply 15, Grove Road. Leighton 


Buzzard, Beds 


RECEPTIONISTS, SECRETARIES, 
TYPISTS. HOUSEKEEPERS, ETC. 
VACANT 

Wanted. & . pref 
experience for N.H.S. practice. 
Salary by arrangement Box 2505. 

Secretary /Recept i for 
Practice, Kensington.—Box 2506, BMJ 

Secretary, with S.R.N. qualifications, 
for medical laboratory of Research Station near 
Cambridge Applicants must be experienced, and 
competent Secretaries, the nursing responsibilities 
being subsidiary Appointment to commence Scp- 
tember, Salary based on qualifications and experi- 
ence with annua! increments. Five-day week. Ap- 
plications (quoting No. 1351) to Personnel Manager. 
Fisons Pest Control Ltd., Hartston, Cambridge 


N.W.9 area 
BMJ 


(4073) 

AVAILABLE 
“onsultant’s Secretary thas two hours free in 
afternoons for shorthand-typing.—-Mias J. Taylor, 


50, Harley Street, 
Experienced S.R.N. seeks post receptionist. Any- 
Shorthand-typing.—Box 2539. 


S.R.N., S.C.M. requires post London area 
receptionist. Abie type. —Box 2526. 
MJ, 


Applicants requiring testimonials, theses, copied 
or duplicated, should communicate with Manton 
Secretarial Service. Ltd., 98. Victoria Street, S.W.1 
(Victoria 0141), who are specialists. 

Deplicating. First-class 
Moderate.—Sybil Rang, 21, 
HAM 5329/0504 


typewriters 
Heath Street, N.W.2 


CONSULTING ROOMS, ETC. 
AVAILABLE 
Conselting Room. ground-foor site suitable 
senior consultant ; plate, whole- or part-time. Ex- 
ceptional house, Haricy Street. Telephone Langham 
2426 


28, Ely Place. London, E.C.1 Tel. HOL 1887. 
HOTELS 
ARUNDELL ARMS HOTEL, LIFTON, DEVON. 


Trout and Salmon Fishing on river Tamar, free to 
Hote! guests 


CENTRAL WALES.--ABERNANT LAKE HOTEL. 
LLANWRTYD WELLS. For rest, recreation, per- 
sonal attention and excelicnt cuisine, Lovely 
country setting. Privately owned golf course, fish- 
ing, tennis, shooting, riding Pony trekking. 
Interesting brochure on application 


MOTOR CARS, HIRE, ETC. 


Rolls Royce, b.p.. small mileage. 
chauffeur driven. 


condition. One owner, £2,500. 
Roecliff, 19, Grosvenor Street, May- 
fair 7052. 


MISCELLANEOUS 
BELCLERE STETHOSCOPE FOR SALE, £15. 
Very little used by deceased. —Box 2541, B.MJ 
DIRECT WRITER ELECTROCARDIOGRAPH, 
second-hand, wanted.Box 2519, B.MJ 
FOR SALE. KEILLER WIDE-ANGLE OPHTHAL- 


moscope and auriscope. Excellent condition. 
0.0.0.—Box 2520, B.MJ 

MICROSCOPE (VOIGFLAENDER) ; ZEISS 
mechanical stage: full range of accessorics and 
optics; £30.—Dr. Sternberg, Rainham. Essex 
‘Phone 461 

BRONZE NAMEPLATES wit CREAM 
enamei lettering. Send size and lettering for estim- 
ate.—-Osborne, 117, Gower Street, London, W.C.! 


BRONZE NAMEPLATES, SEND SIZE AND 
lettering for free proof Craf tsmen. 78, 
Osnaburgh Street, N.W.1 
DAVIS, PORT STREET, PICCADILLY, 
Manchester, |. For fine Furniture at Manufacturer's 
prices Walk round our three large Showrooms, 
which are open daily until 6 p.m., Wednesdays and 
Saturdays included. We are stockists of all the 
latest designs of Furniture, Carpets, Mattresses. 
Divans, ctc 10-year guarantee Special terms. 
No other introduction required. Tel. CEN. 0638 
MICROSCOPES. HIGHEST PRICES PAID FOR 
good modern types. Send or bring your equip- 
mem for valuation.—Wallace Heaton, Ltd.. 127. 
New Bond Strect, W.1. 

NAMEPLATES, BRONZE, BRASS, PLASTIC. 
Sketch and estimates free.—Austin Luce & Co., 19, 
College Road, Harrow, Middlesex. HARrow 3839. 
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CHARGES FOR CLASSIFIED ADVERTISEMENTS 


To economize in paper, bookkeeping entries, and avoid delay, please send payment with the advertisement 
Advertisement Director, 
“ British Medical 
B.M.A. House, on Square, London, W.C.1, 
Members should incl>4e the word “ MEMBER ” underneath their signature. 


E effort will be made to include “ Hospital" and ** Small advertisements in. the forth- 
will be mance to than ret past on the of the 


coming issue prov 
week preceding date of issue. 
Cancellation of advertisements cannot be accepted if if received after 4 p.m. om the Mouday prior 
to date of issue (issues affected by public holidays excepted). 
DO PLEASE WRITE ADVERTISEMENTS AND 


NAME AND ADDRESS CLEARLY IN BLOCK LETTERS 
7} 


ALS 
HEALTH Minimum charge £1 16s. for 4 lines (display cules 
—E SERVICES counting as lines). 9s. a line thereafter. 

Box address forms part of the 
RESEARCH number advertise- 
DUSTRIAL mont and counts as 6 words (I ling), Am additional 

EOUCATEEAL AND is. is charged to cover box fee and addressing and 
SCHOLARSHIPS AND postage of replies. 

STUDENTSHIPS 
NURSING HOMES 
PRACTICES (Exec. Councils) 7 
PRACTICES 
PARTNERSHIPS MEMBERS—PER INSERTION 
ASSISTANTSHIPS ith Box No. With name and address 
L 12 words 19s. (minimum 18 words 18s. (minimum carge) 
PRIVATE BARGAINS ‘ 30 
pitch ot membere only? Additiona! words: 6s. for each 6, or less 
DIETITIANS NON- MEMBERS INSERTIGN 
NURSES With Box No. With name and address 
HOUSEKEEPERS , 12 words 23s. 6d. (min. charge) 18 words 22s. 6d. (min. charge) 
SEC.-TYPISTS 38s. 6d. Ste. 6d, 

Additional words: 7s. Pa for each 6, or loss 


MOTOR CARS 
M 


PERSONAL 
NOTICES 

MEETINGS 
COMMERCIAL APPTS. 
HOTEL 

AND TOURS 
MOTOR. CARS (TRADE) 


MISCELLANEOUS j 
(TRADE) 


ACOOMMODATERE 
(Convalescence, ete.) 
CONSU LTING ROOM 


SEC RET ARIAL L AG 
TYFING 
DUPLICA 


DISPENSERS 

NURSES 

HOUSEKEBEPERS 
ISTS 

SEC.-TY 


PER INSERTION 


With Box No. With name and address 
6s 


‘Additional words: 


PER INSERTION 
With Box Ne. 
words 


additional words: 9s. for each 6, or less 


With name and address 


charge) words 27s. (minimura charge) 


PER INSERTION 


Witk Box Ne. With name 
12 word charge) 18 words }2s.( charge) 


Additional words: 4s. for each 6, or less 


SEMI-DISPLAYED ADVERTISEMENTS are charged £7 per single solame inch and pro sata. 
MEMBERS ABROAD. Copies of vacancies advertised in the Journal can be sent by a 5 oe 
week, which covers 


The mictimam cost is 3s. per 


is. cach. Please state type of vacancy and remit to the 


to three separate headings: 
Advertisement Direstor, 


Every effort is made to ensure the accuracy of advertisements 's appearing in the Journal. No recommendation 
the British Medical Association 


reserves the right 


addresses of advertisers under box numbers are beld 


BERS. The names and 
addressed to the Advertisement Director. 


more replies can be enclosed in one envelope, 


forwarded to the ajoutinns in plain envelopes. 


Telephone: Euston 


HOMES 


CHISWICK HOUSE, PINNER, MIDDLESEX 


Telephone Planer 


A Private Nursing Home for suffering WATFORD 


from ail forms of Nervous and 


illness. Forty-four patients of both aexts. 
certain number of elderly patients rectived. Ail 


One quafter of a mile from Pinner Station. 


NORTHUMBERLAND HOUSE 
Psychiatric Nursing Home. 235-7, Baliards Lanc, 
N.3. Tél: FiNehley 5283, Residem Med. Director, 
Dr. R. M. Riggall, Mem. Brit. Psycho-Analy tical 
Society. Deep insulin coma unit, psychotherapy. etc. 


A Registered Nursing Home. Mediéal, Surgical 
Maternity ; Conyalescence ; Geriatric 
Fifty-three private rooms, 


otheral 
London 18 


telephones extentive private park. 
"Phone : Garston 2259. 


and 6 acres miles. 
London. 


THE HERMITAGE, TWYFORD, BERKSHIRE 

A country house Nursing Home for treaumcot of 
Macaulay, MD. Neurosts ws Brochure from Resident 
Physician. : 53. 


ST. ANDREW'S HOSPITAL, NORTHAMPTON 
for Nervows and Mental 
President: The Spencer. Supt.. 
Thomas Tennent, F.R.CP., D.P.M. 
This a Hospital is situated in 130 acres of 
park and pleasute grounds. Volumaty patients who 
are suffering from incipient mental dieorders or who 
wish to prevent recursent attacks of mental trouble, 
temporary peticnts and certified patients of both 
sexes are receiwed for treatment. Careful clinical, 
biochemical, bacterictegical and pathological cxam- 
inations. Private roots with special surses, male or 
female. in hospital ov in one ‘of the mamerous villas 
in grounds of the va:ious branches can be provided 
MOULTON PARK nifics from the main 
Hospital there Are several branch establishment 
and villas situated j.. a park and farm of 650 acres. 
Milk, meat, fruit and vegetables are eupplied to the 
Hospital from the farm, gardens, and orchards of 
Moulton Park. Occupational therapy is @ feature 
of this branch and patienw are given every facitity 
for occupying themscives in farming, gardening and 

frult-growing. 
WANTAGE HOUSE.--This is a Reception 
in detached grounds with a separate. entrance 
which patients can be admitted. his equipped with 
ali the apparatus for the and 
treatment of Mental and Nervous Disorders by the 
most modern methods; insulin treatment is avail- 
able for suitable cases, There is an Operating 
Theatre, a Dental Surgery, an X-ray Room, ao 
Ultra-Violet Apparatus, and a department for Dia- 
thermy aod High-frequency ucatment. it also con- 
tains laboratories for 6 al 
and pathological research Psychotherapeatic treat- 
ment is employed when i aed. 
BRYN-Y-NEUADD HALL.--The etaside house of 
St. Audrew’s Hospital i¢ beautifully aituated in 
Park of 330 acree at Lianfairfechan amidst the 
finest scenery in North Wates. On the North-West 
side of the Extate, a mile of sea-coast forms the 
boundary. Patients may visit this branch for a 
short seaside change or for longer periods, The 
hospital has its - private bathing house on the 
seashore, There is trout-fishing in the park 
At all the branches of the hospital ibere are cricket 
grounds, football and hockey grounds, lawn tepnis 
courts (grass and hatd courts), crogmet 
courses and bowling greens Ladies and 
gentlemen have their own gardens, and 
are provided for Nandicrafta such as carpentry, 
Medical Superimendent (Telerhone No. North- 
ampton 4344 (3 lines) }. who can be seen in Londo. 
by. appointuncst. 


CHEADLE ROYAL, CHEADLE, 
CHESHIRE (GATiey 22%) 
Private Registered Venta! Hospital 
Medical Suoerintendent : 
This exceltently appointed hospital receives all 


logicat and senile iliness. 
psychiatric «treatments are Special 
ecriatric units for mild senile patients. 
Glan-y-Don Nursing Home, Colwyn Bay, is the 
scaside branch of Cheadle Royal 
HOUSE, BEDFORD 
"Phone: Bedford 3417 
For Mental Cases (including the aged), fees 
from ten guineas per weck. For forms of admis- 
ston, apply t© the Resident Physician, Cedric 
W. Bower. toterviews in London by appointmem. 
WOODSIDE NURSING HOME 
Combe Down, Bath. Tel. : Combe Down 3227. 
Citronic and borderline cases received. 
Trained nurses, day and night. Moderate fees 


MEDICAL PRACTICES 
ADVISORY BUREAU 


APPOINTMENTS INFORMATION SERVICE 
secking information ebout openings in 
the various fields of medical practice or introduc- 
— as locums, assistants of partners, ate invited 
address’ enquiries the “Medical Director. 
Medical Practices Advisory Sureau, at 


phowe number: Central 5636. 


The services of the Medical Practices 
Bureau are free members of the Associntion 


AGENTS 


PERCIVAL TURNER, LTD. 


MEDICAL AGENCY (Ex. 75 years) 
25, Maides Lane, Strand, W.C.2. Telephone : 
TEMpie Bar 9011. Night : Walton-on-Thames 1785. 
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: MES FOR SALE 
ENCIES 
, 
of any advertisement. 
B.M.A. House, av tec 
WA. Telephone BUSten 860i 
33. Cross Street, Manchester. Telephere 
number: Deansyaté 3694. 
1, Drumsbeagh Gardeas, Edinburgh, 3. Tele 
number: Coutral 
modern forms of ‘weataent, sy -hoinerap 
electroplexy. modified insutin, et Two count 
Tespeetively 12 miles sorth- 
vent trains from Baker Street ; 
to the Medical Director, Douglas 
D.P.M. 
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New Uitracortenol 


(Prednisolone Trimethylacetate) 


with Bradosol Cream 


for eczemas and other inflammatory, 
pruritic or allergic skin disorders 


The bactericide Bradosel prevents secondary infection which tends - 
to develop during cortico-steroid therapy. 


PROMPT RELIEF OF SYMPTOMS - PROLONGED DURATION OF ACTION 
Tubes of 5. containing 0.5% prednisolone trimethy! acetate 


and 0.05% 8-phenoxy-ethyl-dimethyl-dodecy! 
ammonium bromide in a specially formulated base. 


CIBA 


and‘ Bradosol’ are registered marks. Reg. 
CIBA LABORATORIES LIMITED - HORSHAM - SUSSEX 
Telephone: Horsham 4321 Telegrams: Cibalabs, Horsham 


Arithmetic of 
Peptic Ulcer 
Treatment 


The anticholinergic is 
‘Merbentyl’*—free from side-effects. 
The antacid element is a combination 
af Magnesium Oxide (quick- ~acting, 
) with Al Hydroxide 

astringent). 
N.B. ‘Kolanty!’ makes unnecessary the 
separate administration of antacids 
und anmticholinergics. 
The demulcent is Methylcellulose— 
4 protective coating to promote rapid healing. 
The antilysozyme is Sodium Laury! Sulphate 
—to inhibit lysozyme and pepsin piper 

Merbenty!” brand diethy| rbethory 
hydrochloride. 


distributed tn the United Kingdom and Eire by 
RIKER LABORATORIES LIMITED, LOUGHBOROUGH. LEICS. 
for the Wm. S. Merrell Gompanr , London, 


